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Until within recent years pulmonary 
abscess was considered rare, except as a 
complication of pneumonia. In the light of 
our present knowledge this condition sel- 
dom follows lobar pneumonia and it is 
relatively infrequent as a sequel of bron- 
cho pneumonia, having its highest inci- 
dence in the influenzal types. During the 
last few decades we have been forced to 
consider operations about the mouth and 
upper respiratory tract as the most im- 
portant contributing factor in the develop- 
ment of this pathological condition. Any 
type of anesthesia which abolishes the cough 
reflex, predisposes the patient to pulmon- 
ary abscess through the aspiration of in- 
fectious material from the mouth and up- 
per respiratory tract. No doubt the great- 
er number of pulmonary abscesses follow- 
ing tonsillectomy and other operations 
about the mouth and nasopharynx are due 
to aspiration of infectious material, es- 
pecially when general anesthesia is em- 
ployed. Pulmonary abscess may also arise 
through infectious emboli following such 
operations. With few exceptions the 
weight of evidence seems to be in favor of 
the aspiration route. 


Less frequent causes are pyemia, often 
giving rise to multiple abscesses in the 
lungs; infections in adjacent structures 
with direct extension. Abscess of the liver, 
subphrenic abscess, cancer of the esopha- 
gus and empyema, may serve as examples. 
Direct trauma may occasionally cause lung 
abscess and periods of unconsciousness 
from any cause may favor aspiration of 
infectious material. Sinusitis, infected 
tonsils, pyorrhea and dental caries are to 
be considered predisposing factors. 


The bacteriology has been carefully 





studied by Bucher and others. Even when 
the material for study is collected through 
the bronchoscope we are left in doubt as 
to the true causative micro-organism 
Several different types of bacteria are 
found in each case. 


Streptococci (hemoliticus and veridans) 
are found to predominate in a great major- 
ity of the cases. The micrococcus catar- 
rhallus, the pneumococcus, the influenza 
bacillus and the staphylococcus are com- 
mon, also fusiform bacilli and spirocha- 
etes. As may be seen the bacteria are those 
commonly found in the mouth and this 
fact naturally causes one to lean toward 
the aspiration theory. 


The pathology in its origin and in its 
course of development is materially in- 
fluenced by the anatomic structure of the 
lung, by the respiratory function and the 
force of gravity. There is first a circum- 
scribed focus of infection causing necrosis 
and liquefaction of tissue. Eventually in 
the course of its development the abscess 
breaks into a bronchus. The sponge like 
structure of the lung with its intercom- 
municating air cells and bronchioles coup- 
led with the influence of the respiratory 
function plus the driving and disseminat- 
ing influence of cough, favors rapid exten- 
sion of the infection. The influence of 
gravity may also play a part in carrying 
infection along the descending branches of 
the bronchi. Thus the infectious process 
may be widely distributed through bron- 
chogenic propagation with resulting pneu- 
monitis leading in many cases to multiple 
abscesses. 


In the acute stages the air cells and 
bronchioles are wholly or partially filled 
with exudate and mucopurulent material. 
The tissues are still sponge like, fragile 
and compressible. As chronicity develops 
the lung asserts its predilection for fibro- 
sis and the pathological process rapidly 
changes from one of fragile compressibil- 
ity to one of dense fibrosis. The abscess 
cavity is surrounded by a fibrous wall 
which gradually increases in thickness and 
density. The bronchial tubes through the 
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influence of deep seated infection lose 
their elasticity and under the influence of 
increased intra-bronchial pressure arising 
through repeated paroxysms of coughing, 
bronchiectasis develops. The bronchial 
tree becomes more rigid as its walls are 
thickened and the whole inflammatory 
mass becomes more dense and less com- 
pressible. The abscess cavity tends to be- 
come multilocular which with the as- 
sociated bronchiectasis renders drainage 
less satisfactory although the sputum may 
increase in quantity and become more of- 
fensive in character. Under such circum- 
stances the patient’s condition becomes in- 
creasingly hazardous from week to week 
and his chances for therapeutic aid are 
correspondingly reduced. 


In the diagnosis of pulmonary abscess, 
history taking is of great importance. In 
the majority of cases it will be found that 
some preceding circumstance furnishes a 
definite clue. It seems incredible that 
cough, fever, pain in the chest and finally 
purulent expectoration developing in the 
wake of tonsillectomy or the extraction of 
a tooth should not be interpreted in the 
light of the predisposing circumstance and 
lead to a diagnosis of pulmonary abscess. 
Yet it is surprising how often the wrong 
diagnosis is made. 

The symptoms are fairly constant and 
their orderly development usually makes 
the tentative diagnosis relatively easy. In 
many cases fever, pain in the chest, and 
a dry cough may precede the sudden ex- 
pectoration of purulent sputum which is 
usually foul smelling. In some cases the 
first indication of localization in the chest 
is the rupture of the abscess and the ex- 
pectoration of quantities of pus. Spitting 
of blood and even profuse pulmonary hem- 
orrhages may occur. 

The physical signs are quite variable, 
however, in spite of the fact we have been 
taught that they are often conspicuously 
absent, it is usually possible to discover 
valuable diagnostic signs through intelli- 
gent application of the fundamental me- 
thods of examination. Impairment of re- 
sonance is perhaps the most constant find- 
ing and is demonstrable before and after 
the abscess establishes communication 
with a bronchus. After bronchial drain- 
age is established auscultation will usually 
elicit signs which vary with emptying and 
filling of the cavity and the extent of in- 
flammatory reaction in the surrounding 
lung tissue. The X-ray furnishes valuable 
information and is particularly helpful in 


| 


those cases where the physical signs are 
not present, or being present are difficult 
to discover. 


The prognosis is always rendered more 
favorable by early diagnosis and early 
treatment. The cause, the location, and 
the duration of the abscess all enter into 
the prognosis. Those located in the upper 
half of the lung or near the hilum have a 
better prognosis than those at the base or 
near the periphery. Those due to foreign 
body have a fairly good prognosis if the 
foreign body can be removed. Multilocular 
and multiple abscess offer an unfavorable 
prognosis. 


Prophylaxis is very important and 
should receive much more attention in the 
future than it has in the past. Dental hy- 
giene and proper care of the nasopharynx 
are of paramount importance. Neglected 
teeth with dental caries, pyorrhea and 
apical abscesses constitute dangerous pre- 
disposing factors. Cryptic, infected tonsils 
and sinus infections are of great signifi- 
cance and should receive careful considera- 
tion. When possible, operations about the 
mouth and upper respiratory tract should 
be done under local anesthesia. This in- 
cludes tonsillectomy which proves to be 
such a common cause of pulmonary ab- 
scess. When a local anesthetic is out of the 
question, the patient’s posture should be 
such as to discourage aspiration of material 
from the field of operation and the sur- 
geon and the anesthetist should employ 
every possible precaution to prevent such 
an eventuality. Dentists should be fully 
apprized of the danger in order that they 
may properly safeguard their patients. 
The mere dropping of an inlay may result 
in its lodgment in the second or third 
division of the bronchial tree. Operations 
should never be undertaken during the 
course of acute respiratory infections, 
even of the mildest type, and the patient 
should always be gotten in the best pos- 
sible physical condition when surgery is 
contemplated. 


The history of the treatment of pulmon- 
ary abscess is discouraging and consider- 
ed in the light of our present knowledge, 
it seems that the only chance for improve- 
ment over our past methods is to insist on 
early diagnosis and prompt treatment. The 
latter should take into account all the un- 
favorable factors discussed under path- 
ology. 

Statistics show that about ten per cent 
of all cases heal spontaneously under or- 
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dinary routine treatment. Close observa- 
tion has taught us that this ten per cent 
comes from those cases where the abscess 
is favorably located with reference to 
drainage. 

All cases as soon as diagnosed or as 
soon as abscess is suspected should be kept 
on absolute rest in bed with postural 
drainage and general supportive meas- 
ures. Most of the authorities advise a con- 
tinuation of this plan of treatment as long 
as improvement is evident. If improve- 
ment does not follow, or if a stationary 
stage is reached, the case should not be 
permitted to go longer than six weeks 
without surgical aid. This may be in the 
form of artifical pneumothorax or some 
more radical procedure such as thoraco- 
tomy with drainage, phrenicectomy, thor- 
acoplasty, wide cauterization of suppura- 
ting lung tissue or some combination of 
these various methods according to the 
progress and demands of the case. The 
above enumeration of therapeutic methods 
is prophetic of the gravity of this condi- 
tion once it passes into a state of chronic- 
ity. It must then be agreed that anything 
promising, even a modicum of aid in the 
early stages, should find ready acceptance. 


The recognition of this urgent need has 
led the writer to advocate the employment 
of artificial pneumothorax as a part of 
the initial routine management. If the 
pathology is kept in mind and due consid- 
eration given to the significent factors 
arising through the anatomy and the func- 
tion of the respiratory system the indica- 
tions for pneumothorax are clearly defined. 


Pleural adhesions constitute an early 
part of the pathology and ultimately par- 
ticipate in the unfavorable condition which 
accompanies the chronic stage. Partial 
pneumothorax, if instituted before adhe- 
sions form, will separate the two pleural 
surfaces, thus obviating the danger of 
pleural adhesions and preventing the ex- 
tension of the inflammatory process to the 
parietal pleura. Granting that the sponge 
like structure of the lung invites rapid 
extension of the infectious condition, and 
that breathing, coughing and the force of 
gravity likewise exert an unfavorable in- 
fluence, one must welcome pneumothorax 
as the only simple available method which 
may to some extent counteract these un- 
favorable conditions. Partial pneumothor- 
ax often exhibits a selective action, col- 
lapsing the diseased portion of the lung 
and that part immediately adjacent, leav- 
ing the sound portion more or less free to 


perform its function. Whether or not this 
selective action is manifested in pulmon- 
ary abscess, if such treatment were em- 
ployed early while the diseased area is 
still easily compressible, drainage would 
be favored by the gentle pressure exerted, 
the walls of the abscess would be approxi- 
mated and healing favored, adjacent air 
cells and bronchioles would be compress- 
ed, thereby discouraging extension by con- 
tiguity of open intercommunicating air 
cells. To a certain extent the influence of 
gravity would be overcome by the com- 
pression and the tendency of pneumothor- 
ax to control cough would materially les- 
sen the danger of wide bronchogenic dis- 
semination of the infection. 


While it is true that certain complica- 
tions may develop in the course of pneumo- 
thorax, they are insignificant as compared 
to the possible advantages. The latter 
statement presupposes that pneumothorax 
should be employed in such cases only by 
those skilled in its application. Pneumo- 
thorax may also be of value in the diag- 
nosis and treatment of chronic cases. If 
the pleural space is not obliterated and 
fibrosis has not progressed to such an ex- 
tent as to render the abscess wall incom- 
pressible, collapse may result in a cure. 
This happy event is seldom to be expected 
in chronic cases. However, even in the 
presence of wide spread pleural adhesions 
if partial collapse can be accomplished, 
general improvement is almost certain to 
follow and in many cases cough and ex- 
pectoration are reduced and needed rest is 
made possible. Through these benefits the 
patient acquires increased resistance and 
is thereby fortified against the dangers of 
necessary subsequent surgical procedures. 


Artificial pneumothorax is often of ma- 
terial benefit in the diagnosis, and locali- 
zation of pulmonary abscess and the in- 
formation it supplies with reference to 
the location: and extent of pleural adhe- 
sions proves a valuable guide to the sur- 
geon in case surgical measures are con- 
templated. 


The following case reports will serve to 
illustrate the difference in the results of 
early and late treatment. 


Case No. 1. Male, age 36. Admitted to 
the Farm Sanatorium May 13, 1929. On 
April 25 his tonsils were removed under 
ether anesthesia. Two weeks after the 
operation he developed a high fever and 
began to cough and expectorate foul smel- 
ling purulent sputum. When he entered 
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the sanatorium approximately three weeks 
after the operation, he was quite toxic 
and was raising six to eight ounces of foul 
sputum daily. Physical examination re- 
vealed unmistakable evidence of pulmon- 
ary abscess with a cavity in the upper lobe 





FIGURE NO. 1 
The abscess cavity is to be seen occupying the 
second interspace on the right. 


of the right lung. The diagnosis was con- 
firmed by X-ray examination. See Figure 
No. 1. 


Two days after admission pneumothor- 
ax was started. Small amounts of air were 
given at frequent intervals in order that 
collapse might be accomplished gradually 
and yet with reasonable promptness. See 
the first picture in Figure No. 2. Within 
ten days after pneumothorax was induced 
all toxic symptoms had practically disap- 
peared and sputum and cough had been 
reduced fifty per cent. The most striking 
result of treatment was the early disap- 
pearance of the shocking odor which made 
it almost impossible for anyone to remain 
in the room. On June 25, less than six 
weeks after admission, the patient was 
permitted to return home because he was 
clinically relieved of all symptoms except 
an occasional cough with slight mucoid 
expectoration. He was soon able to resume 
his work and at the end of five months 
his collapsed lung was permitted to re- 
expand. As may be seen by reference to 
the second X-ray picture in Figure No. 2 
there was little remaining evidence of 
pathology. A recent report shows that the 
patient is well and at work. 


Case No. 2. Male, age 39.. Admitted to 
the Farm Sanatorium November 7, 1928. 
He gave a history of an automobile acci- 





FIGURE NO. 2 


The same as Fig. 1. The first picture showing 
the right lung partially collapsed with an adhesion 
which fortunately did not prevent successful col- 
lapse of the abscess cavity. The second picture 


shows the right lung re-expanded showing that the 
cavity has disappeared leaving virtually no marks 
of pathology, 














dent December 17, 1927. He was found 
unconscious with fracture of the skull and 
left elbow. About ten days after the ac- 
cident he began to cough and raise foul 
smelling sputum. The cough continued 
with increasing sputum accompanied by 
occasional attacks of blood spitting. There 
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was marked emaciation with pronounced 
secondary anemia. Examination of the 
chest revealed extensive pathology in the 
upper half of the left lung with signs of a 
cavity in the first interspace, see the first 
picture in Figure No. 3. 


Pneumothorax was induced with little 








FIGURE NO. 3 


The 


first picture shows the results of pulmonary 
abscess of one ye 


ar’s standing 





FIGURE NO. 4 


Same as Figure 1 after thoracotomy and an at- 
tempt to introduce Lipoidal into the abscess cavity. 





later 


base of 


The second picture taken three months 
shows a limited pneumothorax area at the 
the left lung 


hope of material benefit because of the 
long duration of the abscess. However, in 
a few weeks’ time the cough and sputum 
showed a reduction of fifty per cent and 
his general condition was greatly improv- 
ed. Wide spread pleural adhesions (see 
the second picture in Figure No. 3) pre- 
vented collapse of that portion of the lung 
containing the abscess cavity. Being con- 
vinced that there was little hope for con- 
tinued improvement, surgery was advised. 
On January 17, 1929, two unsuccessful at- 
tempts were made to locate pus with a 
needle in order that a thoracotomy with 
drainage might be done. On February 14, 
pus was located by the introduction of a 
needle and a drainage tube was introduc- 
ed. Practically no improvement resulted. 


Through continued diagnostic observa- 
tion and X-raying we were convinced that 
there were at least two abscess cavities. In 
spite of the recognized unfavorable prog- 
nosis in case of multiple abscesses, we 
advised thoracoplasty with the hope of 
bringing about a closure of the abscess 
cavities. On May 15, five ribs were re- 
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sected. There was no immediate shock but 
the patient gradually became more toxic 
and died June 11. 


Autopsy revealed two large abscess cavi- 
ties in the upper lobe of the left lung with 
an associated bronchiectasis. There was 
one bronchiectatic cavity one inch in dia- 
meter. The thickness and consistency of 
the walls of these cavities and the fibrotic 
changes in the surrounding lung tissue 
made it appear impossible for thoraco- 
plasty or any other known therapeutic 
measure to have accomplished satisfactory 
collapse. There was evidence of a termin- 
al broncho-pneumonia at the base of both 
lungs. 

CONCLUSIONS 


1. Pulmonary abscess tends rapidly to- 
ward a chronic phase which renders suc- 
cessful treatment very difficult. 


2. Early diagnosis and early treatment 
constitute our main hope until we discover 
more efficient methods of treatment for 
the chronic cases. 


3. Artificial pneumothorax in experi- 
enced hands seems to meet many of the 
indications for treatment and may mater!- 
ally influence the course of the disease if 
employed before adhesions form and be- 
fore fibrosis reaches such a stage as to 
render collapse of the abscess cavities im- 
possible. 


4. With the appalling consequences of 
the chronic stage clearly in mind it seems 
most urgent that pulmonary abscess 
should be diagnosed as early as possible 
and its unfortunate victims placed in a 
hospital or sanatorium where skilled pneu- 
mothorax service may be added to the 
usual routine management. 


—0 
IS GASTROENTEROPTOSIS A SUR- 
GICAL CONDITION? 


F. A. HUDSON, M.D. 
ENID 











I think there is no argument about this 
condition being a common one and a source 
of much ill health. I know every doctor 
has a great many ptotics on his hands 
whom he would like to donate to his most 
disliked competitor. 


The typical thin, neurotic, gassy, con- 
stipated, headachy, middle-aged female 
who is a nuisance to herself, her family 
and her doctor is certainly very common. 


However, this is not the only manifesta- 
tion of ptosis, and in younger people these 
are not the symptoms of ptosis at all. 
Young ptotics may not even be thin, al- 
though they tend to be. Pain in the right 
side, usually diagnosed as appendicitis or 
ovarian disease, is the most common mani- 
festation of ptosis in youth. This may be 
very acute with a high white count and 
even in some cases a palpable mass in the 
right lower quadrant, the mass being an 
edematous cecum. In these cases the lymph 
glands along the mesenteric vessels will be 
found to be enlarged, sometimes to the 
size of an almond. The symptons vary, 
depending, first, upon the degree of ptosis, 
for a ptosis is only a congenital malforma- 
tion and comes under the same head as 
congenital lack of rotation of the gut; 
secondly, upon the degree of duodenal ob- 
struction caused by pressure on the mes- 
enteric root where it crosses the third part 
of the duodenum, and also whether this 
pressure is produced by that part of the 
mesenteric root which supplies the ileum, 
or that part which supplies the right 
colon; third, to the amount of relaxation 
of the abdominal wall; fourth to the 
amount of kinking and partial obstruction 
brought about by the formation of bands, 
which Coffey states are only an effort of 
nature to correct the condition; fifth, to 
the amount and severity of the infection 
which sooner or later occurs as a result 
of the stasis; sixth, whether or not the 
case has a mucous colitis which seems to 
appear quite commonly in this type of pa- 
tient, and probably for a good many other 
reasons, some of which I probably do not 
yet know. For instance, some of these 
cases have very violent symptoms as a re- 
sult of torsion of the mesenteric root 
which interferes with the circulation of 
the bowel, due to the twisting and strangu- 
lation of the circulation following the ro- 
tation of the mass of ileum on itself. I 
have seen two fatal cases of this kind, on 
one of which I did an autopsy and found 
the entire ileum to be gangrenous, and the 
other one which I operated, and removed 
sixty-four inches of gangrenous ileum. 
The midgut, extending from the papillary 
portion of the duodenum to the junction of 
the middle and left third of the colon, or 
that part of the gut which derives its blood 
supply from the superior mesenteric art- 
ery is the part of the intestinal tract which 
is subject to distortion of this congenital 
nature. The intestine which forms in the 
umbilical sac about the eighth week of 
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foetal life migrates to the abdominal cav- 
ity, the duodenum being first reduced, 
then the jejunum, and then the ileum. The 
mass of intestine then rotates around the 
superior mesenteric artery in such a way 
that the small intestine passes behind the 
superior mesenteric artery. The small gut 
now lies to the left of the right colon with 
the duodenum behind the artery. The ce- 
cum now descends to the right iliac fossa. 
The duodenum fuses to the posterior wall. 
The root of the mesentery of the small in- 
testine becomes fixed to the lumbar ver- 
tebra and the mesentery of the ascending 
colon becomes fused with the structures of 
the abdominal wall, posteriorly. Now, this 
process which I have outlined very briefly, 
can become arrested at any stage of its 
development, sometimes resulting in very 
puzzling anomalies. The most common 
condition, however, is an intestine which 
has gone pretty well through the whole 
process with the exception of fusion, and 
the next, of course, would be lack of de- 
scent of the cecum, etc. 


Some time ago I read a very compre- 
hensive article in some Journal and the 
author after giving a very good descrip- 
tion and its manifestations, stated that 
these poor unfortunates should not be con- 
sidered as hopless because something can 
be done for them, and he then devoted a 
considerable number of pages to different 
diets, exercises, supports etc. Dr. Hertzler 
describes them as having been born to 
mourn, and I believe this is the common 
attitude of the profession towards these 
cases. 


Some years ago | got to wondering if 
something could not be done for them and 
became decidedly interested in them. I 
explored the abdominal cavity of a good 
many ptotics in the course of other surg- 
ery but did not attempt to correct the con- 
dition until after | had read the mono- 
graph on this subject written by Dr. Cof- 
fey. He reported results which encourag- 
ed me to attempt to cure some of them. 
Some time after that I spent some time 
talking to Dr. Small of Dallas, Texas, who 
at that time had quite a series of operated 
cases upon which he reported excellent re- 
sults, and I obtained quite a good deal of 
information from him. Dr. Small had at 
that time devised an intra-abdominal op- 
eration for the correction of loose kidney, 
which I have done many times since. I 
am quite well aware of the fact that there 
is a widespread belief among the profes- 
sion today that nephropexy is not suc- 
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cessful and should not be done. However, 
nephroptosis, while it may not produce 
any symptoms at ali referable to the kid- 
ney, may produce very violent symptoms 
and can result in the destruction of the 
kidney, and frequently is an important 
etiological factor in infections of the kid- 
ney, i. e. pyelitis. The kidney is very sel- 
dom down unless the right colon is down: 
almost never, in fact, and if a colopexy 
is performed and a Small operation done 
on the kidney, the majority of these kid- 
neys will stay in place. The operation can 
be done in about three minutes. The kid- 
ney itself, is not touched, sutured, or in 
any way interfered with, and in case the 
procedure should not be permanently suc- 
cessful, although it usually is, there is cer- 
tainly no harm done. 


Since that time I have operated 428 of 
these cases. I have taken considerable 
pains to follow them up, have given them 
questionnaires and asked them to fill them 
out and mail them to me at intervals, and 
I have tried to encourage them to come in 
to see me occasionally to report. And this 
spring I have mailed out a questionnaire 
to every case we have a record of. The 
chief object of this paper is to report the 
end results. I have tried to draw some 
conclusions from the figures as to whether 
or not a large enough per cent of these 
cases can be helped to warrant doing this 
operation. We have had considerable 
trouble tabulating them and some of the 
reports are very hard to draw any conclus- 
ions from. I have had some very funny 
reports, a few I did not take any pleasure 
in reading, and one letter in which I got 
probably the worst lambasting administer- 
ed to me since I got too big for my mother 
to whip. My stenographer in getting out 
the questionnaire, inadvertently sent a 
questionnaire to a woman who had died in 
the hospital. Her daughter filled it out 
and sent it back and after she had thought 
about it for a week, and become violently 
indignant, she wrote me a letter. 


The percentages I am giving you are 
based definitely on the reports as given 
to me. However, I think the figures should 
probably be considerably better than given 
because it would appear that some of the 
cases who say they are not improved, or 
only improved, are suffering from some 
diseases contracted since the operation, 
while some who say they are not improved 
at all, are improved. For instance, one old 
fellow, in filling out his questionnaire, 
stated that he was not improved at all 
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and that he was perfectly miserable. About 
a week later he came in to tell me how 
miserable he was, and on questioning him 
I found that his stomach symptoms had 
left him, his intestinal symptoms had left, 
and even his constipation had gone and 
he had gained twenty pounds, but his scar 
was tender. Consequently, the stated that 
he was miserable and no better. Another 
patient, a woman, who stated that she was 
not improved at all, admitted a gain of 55 
pounds, and after writing me about a page 
and a half of symptoms, ended up by stat- 
ing that what made her so mad, was that 
she knew she was a sick woman, but that 
nobody would believe it. However, these 
two cases and some others are included in 
the percentage of those who are not help- 
ed, because I am reporting them exactly 
as stated by the patient himself. 


Among the cases who state that they 
are improved but not cured, we find many 
who have developed hemorrhoids, salpin- 
gitis, diseased gall bladders, diseased ovar- 
ies, pelvic disorders, etc., and it is impos- 
sible to state whether or not lack of com- 
plete cure is due to partial failure of the 
surgery, or due to some trouble which they 
have contracted since. However, they are 
reported here, exactly as stated by them- 
selves. I am going to have to invite them 
all in to see me as rapidly as I can get to 
it and examine them, and get accurate 
figures on the improved and unimproved 
cases. 


The number of cases operated was 428. 
Of these, 67 per cent were straight ptotics. 
I am classifying as straight ptotics, those 
in whom operation for ptosis was the maj- 
or surgery done. Some of them had some 
minor procedure, such as the removal of 
the appendix or the shortening of the 
round ligaments. Thirty-three per cent 
had other major surgery, such as hyster- 
ectomies, cholecystectomies, gasteroenter- 
ostomies, etc. Of all cases reporting, 53 
per cent reported themselves as cured 
without any qualification, 42 per cent re- 
ported themselves as improved and 5 per 
cent reported themselves as not improved. 
Among the straight ptotics, 61 per cent 
reported themselves as cured without any 
qualification, 34 per cent reported them- 
selves as improved and 4 per cent, as not 
improved at all. Among the straight pto- 
tics under 25 years of age, 65 per cent re- 
ported themselves as cured, 31 per cent 
reported themselves as improved and 4 per 
cent, as not improved. Of those between 
the ages of 25 and 35, 60 per cent reported 
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themselves as cured, 38 per cent as im- 
proved and 2 per cent as not improved. 
Among those over 35 years of age, 60 per 
cent reported themselves cured, 33 per 
cent, as improved and 7 per cent, not im- 
proved. Among the straight ptotics, 64 
per cent report a gain in weight, 29 per 
cent report that they have neither gained 
or lost and 7 per cent report a loss in 
weight. The average gain in all cases was 
16 pounds. The highest gain reported 
among the straight ptotics was 50 pounds, 
and the lowest 5 pounds. The highest gain 
reported in the series of cases was 70 
pounds, but this woman had considerable 
other surgery. Among these cases, 91% per 
cent reported that they are still constipat- 
ed. The average time since the operation 
was three years, plus. 


The death rate in all the cases operated 
was 214 per cent and the death rate among 
the straight ptotics was 1.05 per cent. 
Among the straight ptotics the deaths 
were all cases of influenza and pneumonia, 
except one which was due to acute dilata- 
tion of the stomach. Among the other 
cases, we had as causes of death, pneu- 
monia, acute nephritis, acute hepatitis and 
nephritis, one case of encephalitis follow- 
ing influenza which occurred on the third 
day following surgery, and one volvulus. 


Among those cases who reported them- 
selves as improved or not improved, 69 
per cent reported that they had developed 
some other illness since, among which are 
pregnancy, heart trouble, hernia, bad 
teeth, pellagra, menstrual disturbances, 
gall bladder disease, serious accident, men- 
opause, hemorrhoids, pyelitis , cystitis, 
rheumatism, salpingitis, diseased tonsils, 
smallpox, varicose veins, ulcer of the 
stomach, suppurating ears, goiter, and in- 
fluenza. We have reports of two cases who 
died since leaving the hospital, one of in- 
fluenza and the cause of the other death, 
unknown. 


Since among these cases who report that 
they are improved and not entirely cured, 
or unimproved, over 69 per cent also re- 
port that they have developed some other 
disease since leaving the hospital, it is fair 
to assume that the surgical cure among 
these cases is probably much higher than 
reported, and that their present impair- 
ment of health is due to some other causes 
than the original trouble. The percentage 
of cures is somewhat better among the 
younger pecple than among the older ones. 
The percentage of cure is also somewhat 
better among those who have liquidated 
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their indebtedness than among those who 
have not. In reading these reports, I 
could not help but come to the conclusion 
that a good many of the symptoms report- 
ed in the unsatisfactory cases are largely 
neurotic and especially is this true among 
the older ones. Some cases who have been 
ill for a long time, develop a kind of in- 
valid habit. This habit in a certain type 
of female is a very hard thing to cure. It 
is very similar to the morphine habit. They 
don’t want to be cured. 


Some of the cases with improper rota- 
tion of the bowel are not entirely curable. 
Probably none of the cases with a general 
enteroptosis are- entirely curable, but 
many of them can be helped. If the case 
has developed a catharsis habit of years 
standing, the constipation will be very 
hard to cure, following the surgery and 
will require possibly months, and a great 
deal of painstaking effort on the part of 
the patient. If the case has developed a 
colitis of severe grade and long standing, 
prolonged dietary measures and other 
treatment will be necessary. If the case 
has a mucous colitis it may persist. Many 
of the younger ones are cured of their 
constipation before they are out of bed. In 
those cases having marked duodenal ob- 
struction due to a drag on that part of 
the mesenteric root supplying the ileum, a 
duodeno jejunostomy should be done. 
There are a few of my cases who are not 
benefited because they still have too much 
duodeno-mesenteric ileus. In the cases 
who are not marked, the laying down of 
fat in the mesentery will usually cure the 
condition. The older cases require a good 
deal of encouragement and supervision for 
a while until their constipation and colitis 
begin to improve and until they begin to 
gain. Some of them, women with large 
families, and too much work to do, of 
course are greatly handicapped. A few of 
the cases with very poor tissue, a delicate 
peritoneum and badly relaxed abdominal 
walls, have, I believe, recurred. In some 
few cases, in which there have been extens- 
ive bands and veil formation, I believe the 
present symptoms may be due to adhesions. 
I know this to be true of one case which 
I re-operated. 

DISCUSSION: J. N. Jackson, M.D., Kansas 

City, Mo. 

Mr. Chairman and Gentlemen: I have 
come here to learn and I have learned. As 
to the effects of operation, I have been 
one of those who have labored for a good 
many years under the impression that it 





is about the most hopeless thing I had any 
experience with. Dr. Hudson presents 
wonderful results and a great number of 
patients in three years’ time. In surgery 
as in everything else the new succeeds the 
old. The doctor presents his evidence. I 
have always thought of it as a condition 
most discouraging, and the people who are 
subject to it the class most thoroughly 
miserable. They might not look so badly 
as the patient thinks, yet it is one of the 
most unfortunate things from which the 
individual can suffer. There has been a 
great deal of theorizing about this condi- 
tion. Keith claims to have discovered in- 
volvement of the nerve ganglion. Now if 
this theory of Keith’s is correct—if it is 
due to differences in the muscular coat— 
I can’t see how it is possible to get very 
great results. It seems to me that suspen- 
sion operations are the best work. I have 
done them in years gone by. A number 
of patients have been operated upon and 
their appendices taken out. Multiple in- 
effective operations has been my experi- 
ence with gastroenteroptosis. I am very 
glad to have heard this paper and to learn 
the results produced by Dr. Hudson. 


Dr. O’Neil: The patients of the type the 
doctor has been describing come to me 
with this condition and have so many 
other things that I don’t know where to 
operate on them. They come to the sur- 
geon. They are sent to us by physicians 
who have failed to give the required and 
desired relief, so we have to take them in- 
to consideration. I have operated a few of 
them in a small way. I have even been 
guilty of taking out chronic appendices, 
and I wish to call your attention to the 
fact that it matters not what is the re- 
quired surgical operation, that if they lie 
in bed continuously and rest they improve 
for some weeks and some months, and it 
eventually dawned upon me it was from 
lying in bed they got the improvement. I 
have been trying to get the patients to get 
hold of themselves at home, sending them 
back to the physicians because they were 
sent to the surgeons. There is much these 
people can do to help control their trouble. 
Dr. Jackson has touched upon a thing that 
might need explanation. The nervous sys- 
tem is somehow wronged, due perhaps to 
fast living and excitement; and rest in 
bed, proper nuorishment, etc., will im- 
prove these people. When you get these 
people to lay on fat they are better off. 
Then you can get them to put on an ab- 
dominal support. Get them in the habit 
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of living well. Teach them that whatever 
is physically wrong with their body struc- 
ture is a violation. You can’t operate one 
thing and cure the whole body. I would like 
to ask the doctor if he operates on these 
people, does he follow them up and get 
them to live right. Does he tell them how 
to live? Is that how he gets results? At 
least, that has been my experience in nu- 
merable cases. 


Chairman: Any further discussion? 


Dr. Hudson: Dr. Jackson misunderstood 
me. I did not say I had operated that 
many patients in three years. I said the 
average time since operation for all these 
cases was something over three years. The 
cases reported were operated on over a 
period of about seven years. 


There is nothing new about this. There 
are other series of cases which have been 
reported. Gastroenteroptosis, irrespective 
of what anybody may say about it is a 
purely congenital defect. Babies are born 
occasionally with the intestines still in the 
umbilical sac, and cases are seen in which 
the development of the intestine has be- 
come arrested at almost every stage. I had 
a case last year in which the transverse 
colon was under the mesenteric root. She 
came as an ileus and I operated her as a 
case of obstruction. I found the cecum in 
the upper left abdomen, the transverse 
colon under the mesenteric root, the whole 
mass of ileum had made a complete turn 
on itself and had wrapped the jejunum 
around the mesenteric root. If the em- 
bryology is taken into consideration, this 
case is easy to understand. The nervous 
symptoms which so many of these cases 
have are not the cause of the trouble. The 
nervous symptoms are due to two things, 
undernourishment and toxemia. 


Dr. O’Neil stresses, as do most physi- 
cians, the fact that if these people can be 
put to bed and fattened, that they get bet- 
ter. This is perfectly true. If they are put 
to bed, encouraged to eat, to rest, and 
given proper elimination, they feel better. 
If they can be fattened, they actually get 
better, and if they can maintain the gain 
in weight, they will continue to be better. 
The only trouble with this is that the aver- 
age individual’s condition, that is, finances 
and home surroundings, are such that he 
cannot take the prolonged rest. Some of 
them won’t gain weight, even if they 
do, most of them lose the fat quite 
promptly after their return to their nor- 
mal existence. Those who are improved 
while in bed are simply better because they 


are better nourished and the toxemia is 
lessened. Those who gain weight and are 
better, are better because of the laying 
down of fat between the leaves of the 
mesentery has partially corrected the pto- 
sis, and the nervous symptoms are better, 
not because the nervous condition is the 
cause of the disease, but because the mal- 
nutrition and toxemia due to the ptosis 
are relieved. The doctor asked me if I fol- 
lowed up these cases and tried to change 
their mode of life and ‘habits, etc. I have 
made an extraordinary effort to follow up 
these cases and given them instructions 
about dieting, etc. However, I know, and 
the doctor knows that advice about chang- 
ing their habits and their diet, and their 
surroundings is practically of no good to 
the average case. The majority of these 
cases are women who have children, many 
of them live on farms, and many of them 
have more to do than they should do. They 
cannot rest. They cannot get a proper 
diet. They cannot change their mode of 
existence. They can only go back to the 
same living conditions that they had be- 
fore they came to me, and still, a very good 
percent of them get well. I would not, 
certainly, advise anyone to have any sur- 
gery who could get a cure without it. But 
I think you will find that many of them 
you cannot cure, and many more of them 
you cannot keep cured, and it is these cases 
that I have been trying to do something 
for. Of course, Dr. O’Neil is discussing 
only the typical middle-aged, ptotic, who 
is a neurasthenic, underweight, and very 
much a nuisance to herself and to her doc- 
tor. There are many other manifestations 
of this condition, especially in younger 
people. About half the cases I see have 
had their appendices removed and sstill 
have the symptoms for which they were 
operated. 


In conclusion, I do not want to be mis- 
understood. I certainly do not advocate 
surgery on all of these cases. We have, 
however, spent a good deal of time and ef- 
fort trying to follow up these cases and 
we have reported them as they have re- 
ported to us. 

Dr. McClain Rogers, Clinton, Okla.: I 
would like to ask Dr. Hudson if the cases 
whose photographs he has shown us were 
cases who were operated primarily for 
ptosis or some other trouble? 

Dr. Hudson: In answer to Dr. Roger’s 
question. The cases I have shown were 
cases who were operated primarily for 
ptosis. 
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SOME NEWER METHODS IN PLASTIC 
SURGERY* 





CURT VON WEDEL, M.D. 
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The title of this paper suggests perhaps, 
basic changes in procedure in the develop- 
ment of plastic surgery as it is performed 
today in the major clinics of America. 
There is nothing new in the world, so truly 
there is nothing new in plastic surgery. 


Probably the oldest branch of surgery 
known was some form of plastic surgery. 
The ancients many years ago, in the pre- 
surgical era practiced some type of plastic 
surgery. In the early days of Indian sur- 
gery, one of the outstanding procedures, 
was an attempt at reconstructing the 
nose. One of the many forms of punish- 
ment in those days was the removal of the 
nose for political and social crimes. The 
erring wife had her nose removed. People 
in those days lived in no gentle time. The 
Indian surgeons made a fair nose from a 
flap thrown up from the arm. The thing 
they did not know, was that it was neces- 
sary to line the flap. 

Years later, namely in 1597, Gasper 
Tagliocozzi devised the basis of the 
modern method in nose _ reconstruction, 
the turning of the flap down from the 
forehead. He likewise however, did not 
realize the necessity of lining the flap, and 
consequently the nose shrunk and bunch- 
ed. About this time Posi, in France, 
brought forth probably what is the basis of 
our modern aseptic surgery. He spoke of 
nothing but cleanliness, and had he been 
followed up and enlarged upon, the Lister- 
ine era of antiseptic surgery, might never 
have been necessary, as asepsis and not 
antisepsis is the primary requisite. 

Another of the modern conceptions is 
the knowledge that tissue must be taken 
from the same individual. Tissue from the 
same family group or unlike hosts will not 
grow. Probably the three great new prin- 
ciples if any, that modern surgery has 
brought forth are: 


1. The necessity of lining the 
flap. 
2. Absolute asepsis. 


3. One must take the tissue from 
the same individual. 
Modern surgery however, has added 
*Read before the section on General Surgery, An- 


nual Meeting, Oklahoma State Medical Association, 
Shawnee, May 26, 1930. 


many technical details which aid greatly 
in obtaining the end results which are ob- 
tained today. In the first place we never 
attempt to do any facial work of a major 
type without photographs before and after; 
without a mask before and after. A mask 
of the face is made, and upon this mask 
our reconstruction work is figured out, 
either with modeling clay, tissue foil or 
flexible lead. Namely, we know as nearly 
as possible, exactly what we are going to 
do before we do it. 


In using the pedicle graft, the principle 
first brought forth by Blair is strictly ad- 
hered to. Seldom if ever, is the pedicle 
graft transferred from its bed without 
first returning it to its bed for a few days 
to ascertain whether the edges will live. 
Too often a long pedicle flap is thrown 
from its original bed to its new site and 
we lose, maybe, only the very edge of the 
graft, but that will throw us out and make 
an irregular and scarified edge. An in- 
stance of this will be shown later in our 
pictures. 


Another outstanding modification is the 
cutting of large grafts. Some fifty years 
ago Wolfe and Kraus evolved a thick graft, 
containing all the elements of the true 
skin, which is called the Wolfe-Kraus 
graft or the full thickness graft. This is 
the most ideal graft, and in small sizes is 
successful, but in larger sizes one is apt 
to lose portions of it. It is a graft which 
must be handled with great care. It is 
technically very difficult to keep alive. It 
requires pressure over a period of three 
weeks, and constant watching all this time. 
Some eight years ago, before the Veterans’ 
Bureau at Muskogee, I suggested a graft 
cut thicker, known as the thick Thiersch. 
In the interim a great deal of work along 
this line has been done in two or three 
of the clinics of America, particularly in 
Washington University, by Dr. Blair. A 
method has been devised for cutting very 
much thicker grafts than heretofore. 
These are much thicker than the old Thier- 
sch graft, and still thinner than the full 
thickness graft, and are called split grafts. 
A graft 6x12 inches can be cut under 
favorable circumstances, and a graft 4x8 
inches can be cut with the greatest ease. 
These grafts while they show some ten- 
dency to contract, do not contract any- 
thing like as much as the Thiersch. They 
can be placed over practically any area, 
irregular or not, in the soft tissues of the 
neck, in the axilla, etc., and with properly 
applied pressure we can be almost certain 
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of a 100% take, provided the surface on 
which we place the graft is reasonably 
clean. In the past year (it is to be regret- 
ted we have not kept a record of all of 
them, but it is somewhere around 100), 
we have had no single instance of com- 
plete failure, and the vast majority have 
shown 100% takes. We have lost in all, 
less than 10% of the total skin thus trans- 
ferred, but I am frank to say, that with 
the greatest care, we have had lots of dif- 
ficulty with large full thickness grafts, on 
anything but a very firm surface. 


In conclusion, there is nothing new ex- 
cept technique; the principles have been 
the same through all the ages, but one to 
get good results, must have: 


1. Conception. 
2. A knowledge of anatomy. 
8. A knowledge of basic princi- 





ples. 
4. Technique. 
5. Absolute asepsis. 
—O 
URTICARIA—DIAGNOSIS AND 
TREATMENT BASED ON THE 
STUDY OF ONE HUNDRED AND 


EIGHTY-EIGHT CASES. 





Ray M. BALYEAT, M.A., M.D., F.A.C.P. 
OKLAHOMA CITY 





Almost every aspect of the subject of 
human hypersensitiveness offers questions 
which up to the present have been unan- 
swered, but recent study has given answers 
to many. That protein sensitization is the 
causative factor in a very large per cent 
of urticaria of all types is exceedingly 
probable and now generally accepted by 
men working in the field of allergy. It be- 
hooves the medical profession to recognize 
protein sensitization as the cause of urti- 
caria and watch the unfolding of the im- 
portant role it plays in other diseases. 
Urticaria is common in childhood and is 
a constant problem for the pediatrician, 
but it is a common finding at any age, 
especially certain types. It may appear as 
a very fine rash, which is commonly called 
nettle rash. More frequently it makes its 
appearance in the skin over various parts 
of the body in the form of elevated white 
patches of various size and shape, which 
appear suddenly, often without accom- 
panying or preceding symptoms of any 
sort. This type, known as giant urticaria, 
involves not only the superficial layers of 





the skin but also the deeper structures. 
The third type, angioneurotic edema, is 
characterized by localized transient swel- 
ling of the skin and subcutaneous tissue 
with a definite tendency to affect the face 
and the mucous membranes of the larynx 
and glottis. 


AGE OF ONSET 


Of the 188.cases we have studied, 65, 
or 34.6 per cent, first manifested symp- 
toms before ten years of age; 28, or 14.9 
per cent, first showed symptoms in the 
second decade; 22, or 11.8 per cent, in the 
third; 34 or 18.0 per cent, in the fourth; 
23, or 12.2 per cent, in the fifth; and the 
remaining cases between the ages of 50 
and 80. We noticed a very definite tenden- 
cy for the nettle rash type to occur in the 
first two decades, and but few cases of the 
angioneurotic edema type to occur during 
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FIGURE 1. 
Age of onset of clinical manifestation of urti- 
caria in cases of all ages based on the study of 
188 cases. 


this period of life. There was evidence 
from our findings that the giant urticaria 
type was much more prevalent in the third 
and fourth decades. A large number of 
cases who gave a history that their trouble 
first started when children, had a recur- 
rence in the fourth and fifth decades. 
Many of these had the nettle rash type in 
their early life and the giant urticaria or 
angioneurotic edema type later in life. 
Some of the cases suffering from the an- 
gioneurotic type of urticaria gave a his- 
tory of the nettle rash type in the teens, 
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giant urticaria in the twenties or thirties, 
and the angioneurotic type in the fifties. 





THE HEREDITARY FACTOR IN URTICARIA 


Of the 188 cases of urticaria studied, a 
positve family history of allergy was elici- 
ted in 127, or 67.6 per cent. There were 
90 males and 98 females. Apparently the 
male and female is affected alike. Of our 
series, 132, or 70.2 suffered from other 
manifestations of allergy. Like migraine, 
as heretofore mentioned, individuals born 
with the ability to become sensitive to food 
protein and have urticaria, might under 
adequate contact also become sensitive to 
inhalants and have asthma or hay fever, 
or have migraine or eczema from the same 
food protein causing the urticaria. In a 
series of a thousand cases of asthma and 
hay fever studied by the author some 
years ago a history of allergy in the family 
was elicited in 60.1 per cent. This would 
indicate that a history of allergy in urti- 
caria cases is obtained in a greater per 
cent than in asthma and hay fever. The 
importance of the hereditary factor in 
asthma and hay fever is generally accept- 
ed. From the data just given we must con- 
clude that the hereditary factor unques- 
tionably plays a most important role in 
urticaria. The inheritance runs through 
both male and the female lines and both 
sexes are about equally affected. From our 
study, urticaria of all types seems to be 
inherited as a dominant factor and it fol- 
lows the law of Mendel just as closely as 
do the other allergic diseases. It is inter- 
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from pediculi, bugs, fleas, mosquitoes, and 
stings from bees, wasps, scorpions, etc. ; or 
physical irritants, may produce typical 
urticaria. Such manifestations of urticar- 
ia would not be a sensitization phenome- 
non. Vegetable and animal irritants cause 
reactions which vary greatly, depending 
on the irritant and the individual. It has 
been our experience that patients who are 
specifically sensitive to food or inhalants, 
and who have asthma, hay fever, migraine 
or urticaria, usually react much more 
violently to the above mentioned nonspeci- 
fic vegetable and animal irritants than do 
others. This leads the author to believe 
that those patients who have never shown 
any allergic manifestation, who react vio- 
lently to the irritants above mentioned, 
frequently are specifically sensitive to 
some foreign protein, but not sufficiently 
so to produce symptoms of allergic dis- 
eases. 


In 140, or 74.4 per cent of all cases 
studied, a definite positive cutaneous re- 
action to one or more proteins was found. 
In some cases a marked reaction to inhal- 
ants was found but not to food, and many 
of these cases suffered from no respira- 
tory symptoms. Such a finding, however, 
was good evidence that they were sensi- 
tive to food protein, probably split pro- 
ducts, against which we were not able to 
test. Freeing many of them from their 
symptoms of urticaria by the use of elimi- 
native diets is further evidence that they 
were specifically sensitive to food. Urti- 


Total in Per Cent 
Cases 23 27 34 39 31 19 13 2 Series of in 
Years 0-10 10-20 20-30 30-40 40-50 50-60 60-70 70-80 188 ¢ ases Series 
Male 16 17 i6 13 10 9 8 i 90 47.8 
Female 7 10 18 26 21 10 5 1 98 §2.2 
Bilateral . 
Family History 3 8 5 & i 0 0 0 21 11.2 
Unilateral 
Family History 15 13 19 20 20 7 10 2 106 56.4 
Negative 
Family History ie 8 10 13 10 12 3 0 61 32 4 
Occurrence of positive family history of allergy 


in urticaria, based on the 


changeable in the linkage with asthma, 
hay fever, eczema and migraine. 


EXCITING FACTORS 


Our study of the cutaneous food reac- 
tions in cases suffering from urticaria, 
along with the dietary control, has as- 
sured us that the exciting factor in a large 
per cent is specific sensitization to food. 
By no means is it the only exciting factor. 
For example, vegetable irritants, such as 
nettles; animal irritants, such as bites 


study of 188 cases. 


caria in adult life is often chronic and de- 
pressing. Sometimes relief cannot be ob- 
tained by regulation of the diet based on 
the allergic findings, or by eliminative 
diets, as there are many predisposing fac- 
tors to contend with, which are not always 
found, and if found sometimes cannot be 
overcome. The exact cause of some cases 
of urticaria is still obscure, but judging 
from the evidence now at our disposal it 
is exceedingly probable, as previously 
mentioned, that urticaria is always due to 
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anaphylaxis. In some cases the condition 
may be dependent on a disturbance of the 
vasomotor mechanisms. Single or repeat- 
ed use of foreign serum, such as diphtheria 
antitoxin, or antitetanic serum, may pro- 
duce urticaria of a mild or marked degree 
immediately following its use, and is term- 
ed anaphylaxis, or urticaria associated 
with fever may appear from five to ten 
days following its use, and is spoken of 
as serum disease. Hives coming on sud- 
denly following the use of antitoxin is usu- 
ally more severe in patients suffering 
from asthma or hay fever, and in such 
cases the hives produced from the serum 
are frequently associated with an attack of 
asthma. 


In some patients the ingestion of drugs 
will produce urticaria. They probably do 
not act directly, but their presence will 
give rise to conditions favorable to the de- 
velopment of substances which are capable 
of stirring up trouble in sensitized pa- 
tients. For example, quinine or aspirin 
may produce marked urticaria. It is not 
uncommon in taking a history of an asth- 
matic child to find that the mother or 
father is unable to take quinine or aspirin 
without suffering from hives. 


PREDISPOSING FACTORS 


Like migraine, there are many factors 
which predispose patients to urticaria. 
The following are common ones: 


1. Physical fatigue. 


2. Mental fatigue and depressed 
states. 


3. Thyroid dysfunction, especial- 
ly hypothyroidism. 


4. Toxic states. 


Sudden change in body sur- 
face temperature. 


6. Local irritation. 


A history of hives appearing after phy- 
sical exhaustion is very common. Worry, 
mental strain, excitement or anger will 
not infrequently precipitate the formation 
of giant urticaria. This has led many phy- 
sicians, especially the neuropsychiatrist, 
to believe that the factors mentioned are 
the exciting causes. However, they are 
only agents that give rise to conditions of 
the body which are favorable to the de- 
velopment of substances which are capable 
of producing urticaria in the sensitized in- 
dividual. A low basal metabolic rate 


or 


should always be thought of in patients 
suffering from giant urticaria or angio- 


neurotic edema. An infected tooth, a 
chronic gall bladder, or any other chronic 
infection might be a factor and should be 
thought of and eliminated if found. A 
hyposecretion of the thyroid gland will 
predispose the patient to urticaria in an 
occasional case. A woman may suffer more 
severely from urticaria just before or dur- 
ing her menstrual period. An increase in 
surface body temperature produced by be- 
ing near an open grate or sleeping with a 
great deal of cover, or taking a hot bath, 
may play a part in precipitating urticaria. 
We have seen one case that sunlight would 
precipitate urticarial wheals on any por- 
tion of the body exposed to it. However, 
this case was definitely sensitive to food 
protein. Such a condition is spoken of as 
urticaria solaris. The loca! application of 
cold will produce hives in an occasional 
case. Irritation of the skin locally is a 
common factor in the precipitation of the 
urticarial wheal. There are certain people 
whose skin is very sensitive to local ir- 
ritation. For example, stroking the skin 
with the blunt end of a pencil would cause 
a white welt in line of stroke, which final- 
ly becomes red. The elevated area will re- 
main for several minutes. This is spoken 
of as dermatographia. There is no sensa- 
tion of itching, which is common in both 
superficial types of urticaria. It is fre- 
quently considered a sign of neurosis, and 
our newspapers have occasionally report- 
ed that it occurs commonly in the insane. 
Neither of these two suppositions is cor- 
rect. The condition has been termed by 
some “urticaria dermatographia.” The 
term is not a good one inasmuch as the 
exciting factor in the production of der- 
matographia is in all probability not a 
sensitization to foreign protein. 

It is interesting to note how many of the 
above factors are also predisposing ones 
in migraine. The factors we have just 
mentioned should be considered not as 
causative agents but conditions that 
change the system so that the exciting fac- 
tor will precipitate the formation of local 
edema of the skin or mucous membrane. 

SYMPTOMATOLOGY 


Urticaria sometimes appears as a very 
fine rash, simulating measles. The skin of 
the face may be involved but the eruption 
more commonly makes its appearance on 
the trunk and limbs. The superficial lay- 
ers of the skin only are involved. Preced- 
ing the eruption there may be a burning 
or tingling sensation. In this type of urti- 
caria there is usually marked itching. The 
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attack may last a few minutes or a few 
hours, or several days. The itching sensa- 
tion is intensified if the patient sits near 
the grate or is warmly blanketed. The 
attack may disappear only to reappear 
again in a few days or a few months. The 
patient may associate the onset of symp- 
toms with the ingestion of certain articles 
of food, particularly shell fish, nuts, choco- 
late, or celery, but when the offending 
food is a common one it usually cannot be 
named by the patient. The rash may ap- 
pear pinhead in type, or in the form of 
rounded or irregular patches. The individ- 
ual wheals are sometimes white but may 
be pinkish in color. They may be soft or 
firm to touch. In some cases the wheals 
may be reddish and are followed by pig- 
mentation. The lower part of the trunk 
and the thighs are common sites for the 
giant type of urticaria. The urticarial 
wheal may disappear in a few minutes to 
a few hours and reappear on the same 
area the next day or reappear in an entire- 
ly different location. Giant urticaria in- 
volves not only the superficial layers of 
the skin but the deeper structures. Like 
the nettle rash type, there is marked itch- 
ing and burning. Sometimes there is coal- 
escing of the urticarial wheals, so that an 
area covering several centimeters appears 
to be one large hive. Usually when the 
hive disappears there is no trace of it. As 
previously mentioned, occasionlly there is 
left pigmentation which will last from a 
few hours to a few days. 


Most cases of urticaria suffer for a few 
hours to a few days then there will be a 
period of freedom, but some are never free. 
That is, sometime during every day there 
will appear from one to many urticarial 
wheals. We have one patient, for example, 
who reports that she has never been free 
a single day, of a certain number of urti- 
carial wheals, since she was five years of 
age. She is now forty. Wheat proved to 
be the cause of her trouble. In all proba- 
bility during the past thirty-five years 
wheat products have been ingested daily. 


There is a third class of urticaria, 
spoken of as angioneurotic edema, which 
is characterized by localized transient 
swelling of the skin and also subcutaneous 
tissue, but the swelling chiefly involves 
the subcutaneous tissue or submucous 
membranes. The submucous membranes 
of the mouth and throat are the ones most 
commonly attacked, but the gastro-intesti- 
nal tract may be involved. The edema may 
affect any portion of the subcutaneous 





tissue, but the swelling is more frequently 
found about the face. Angioneurotic edema 
is not often common in hospital patients, 
for which reason if hospital records are 
examined the percentage of patients suf- 
fering from angioneurotic edema would be 
small, but mild to moderately severe types 
are seen quite frequently by the practic- 
ing physician, and the pronounced and 
persistent cases are not uncommonly seen 
by the specialist. The disease affects the 
male and the female about equally. It is 
uncommon under twenty years of age. The 
name would suggest that it occurs in the 
highly nervous and neurotic type of in- 
dividual, but our experience leads us to 
believe that this is not true. The sufferer 
may waken after a sound restful sleep to 
find one eye greatly swollen or the upper 
lip on one side tense and when she looks 
at herself in a glass she finds it white and 
swollen. By afternoon the swelling may 
disappear and the face be restored to nor- 
mal. The swelling may return in the same 
location from time to time or on its return 
other portions of the body may be involved. 
There is usually no disturbance in general 
health. Some cases are quite serious, es- 
pecially those in which the mucous mem- 
brane of the throat is involved. We have 
a number of cases who at times are unable 
to walk on account of the swelling of the 
subcutaneous tissue of the soles of the 
feet. A mild degree of hypothyroidism in 
angioneurotic edema is not uncommon. It 
is the author’s opinion that the exciting 
factor is usually a protein sensitization, 
although the specific food protein cannot 
be found in many. Itching in this type of 
urticaria is practically nil, but it should be 
that way since the superficial layer of the 
skin in which the sensory nerve supply is 
located is not involved. 

It is not at all. uncommon to find the net- 
tle rash type and giant urticaria appear- 
ing at the same time in the same patient. 
Giant urticaria is frequently associated 
with angioneurotic edema in the same pa- 
tient. In. other words, it appears that net- 
tle rash, giant urticaria, and angioneuro- 
tic edema, are all one and the same, ap- 
pearing only in a little different form and 
involving different structures. The hered- 
itary factor plays an important role in all 
types. As previously mentioned, the excit- 
ing factor in all types is probably a com- 
mon one, namely, anaphylaxis. 

CASE REPORTS 


The following case reports, briefly re- 
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viewed, will illustrate the various types of 
urticaria: 


Case 1. Miss M. Mc., a university stu- 
dent, age 19, had suffered from the net- 
tle rash type of urticaria for three months. 
During the past four years she had suf- 
fered from seasonal hay fever. The nettle 
rash was not constant but it appeared 
every three or four days and woud last 
from twenty-four to thirty-six hours. The 
urticaria first appeared following the loss 
of her father. It involved the trunk and 
limbs and she suffered severely from the 
sensation of itching and burning. Her 
symptoms were so severe that it was inter- 
fering with her university work. Her 
mother was a sufferer of perennial hay 
fever and her maternal grandfather had 
asthma. 


Cutaneous tests revealed the following: 


Giant ragweed 
Short ragweed + 
bo 5, 
Duck feathers 
Goose feathers 
Chicken feathers 
Wheat + 
Radishes 
Turnips 
Egg white 
When the foods to which she was sensi- 
tive were removed from her diet her symp- 
toms of nettle rash disappeared, only to re- 
appear when wheat or any food prepara- 
tions containing wheat were ingested. 


Discussion: It is interesting to note that 
this young lady has an ancestral history 
of allergic diseases. Such a history is usu- 
ally elicited if patients are carefully ques- 
tioned. One naturally would be interested 
in knowing when this patient became 
sensitive to wheat. In all probability she 
was sensitive to wheat before her father’s 
death, but it took the nervousness produc- 
ed by the father’s death, acting as a pre- 
disposing ‘factor, to so change the body 
functions as to allow the exciting factor, 
wheat, to precipitate the nettle rash form 
of urticaria. 


Case 2. Baby B., age 20 months, de- 
veloped a pin point rash covering the 
trunk and limbs when eggs were added to 
the diet at 16 months of age. The rash dis- 
appeared the following day, only to reap- 
pear a few days later. The mother noticed 
that constipation would have a tendency 
to produce the rash and that on some days 
anger or protracted crying would ap- 
parently cause the rash to appear. 


On close questioning we found that the 
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mother had had eczema as a child, and that 
the maternal grandmother suffered from 
phthisic (asthma). 

Since the rash was so persistent in its 
reappearing, and the family physician was 
not able to correct it by manipulating the 
diet, he referred the case to us for study 
from the standpoint of allergy. The fol- 
lowing were our findings on skin tests: 











Egg whole +++ 
Egg white ++++ 
Egg yolk o 
Wheat o 





When egg white was removed from the 
diet the child became free from urticaria, 
and has remained free for the past year. 


Discussion: From the history one might 
feel that a nerve element, or constipation, 
was the exciting factor, but after eggs 
were removed from the diet the child could 
cry and could become constipated without 
the production of hives. In other words, 
these factors were predisposing ones and 
not the exciting. It is interesting to note 
that this child could take egg yolk and not 
have hives. Uusually a child who is sensi- 
tive to egg white will be sensitive to egg 
yolk but occasionally one becomes very 
sensitive to the white of eggs and not 
sensitive to egg yolk. 


Case 3. Miss N. W., teacher, age 42, 
had suffered from what she called bold 
hives for many years. Sometimes her at- 
tacks would be so severe that they would 
interfere with her teaching, then she 
would go for a number of weeks perfectly 
free. At times there would be only a few 
welts, while occasionally the body would 
be almost covered. 


Her great grandfather had had asthma, 
her mother had occasional attacks of 
hives, and one brother has hay fever. 


A physical examination revealed a nor- 
mal woman in every respect. She said that 
except for her hives she always felt well 
and had a great deal of energy. 


The following findings were obtained on 
food testing: 


Eggs 
Wheat 
Cheese 
Milk 
Casein 
Blackeyed peas 
Lettuce 
Celery 
Cantaloupe 
Watermelon 
The foods to which she was specifically 
sensitive were removed from her diet with 
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partial relief from symptoms. She was re- 
tested on a subsequent visit and was found 
sensitive, in addition to the previous posi- 
tive findings, to the following food pro- 
teins: 

Oatmeal cae 

Buckweat +++ 

On careful questioning we found that it 

was not uncommon for her to have oat- 
meal for breakfast and during the winter 
she frequently ate buckwheat cakes. When 
these foods were eliminated from the diet, 
in addition to the previous ones, she re- 
mained symptom free. 


Discussion: ‘This patient illustrates the 
importance of testing and retesting. Long 
ago we learned in asthma and hay fever 
the importance of retesting. It seems that 
under certain physical conditions patients 
may be negative on one testing and strong- 
ly positive on subsequent testing. In other 
words, every positive factor may not show 
on the first testing. If a definite positive 
reaction is obtained it is a very important 
finding, but a negative reaction to food 
protein does not always mean that the pa- 
tient is not sensitive to that particular 
food protein. 


Case 4. Mrs. W. J., age 43, has suffered 
very severely from giant urticaria for the 
past three years. During her infancy she 
had eczema and during her teens she oc- 
casionally had a nettle rash type of urti- 
caria, A few months previous to the onset 
of her symptons she had had rather exten- 
sive operative procedures which upset the 
glandular system of the body. 


There was no history of allergy in the 
family. 
Skin testing revealed the following: 


























Squash ++ 
(Pumpkin t+ 
Oysters + + + 
Scallop ++++ 
Wheat +++ 
Cabbage ++ 
Rhubarb +++ 





The foods to which we found her specifi- 
cally sensitive were removed from her diet 
without freeing her from symptoms. A 
basal metabolism showed a lack of secre- 
tion of the thyroid gland. A careful use 
of thyroid extract along with her dietary 
measures has given her relief from urti- 
caria. 


Discussion: This patient illustrates the 
type that is occasionally seen in which op- 
erative procedures have upset the glandu- 
lar system of the body, which in turn acts 











as a predisposing factor so that the excit- 
ing factor, namely, a specific sensitization 
to food, produces urticaria. These cases 
often require glandular therapy in addi- 
tion to removing the specific foods, for 
complete relief. 


Case 5. Mr. C. M. M., age 31, came com- 
plaining of periodic attacks of swelling of 
the eyes, ears, hands, or, as he said, most 
any part of the body. The swelling would 
remain for a few hours and disappear, 
only to reappear. Sometimes the swelling 
of the hand would be so great that it would 
interfere with his picking up legal papers 
in the court room, and therefore would be 
a source of great embarrassment. On one 
occasion he came to the Clinic following a 
ride in a car, at which time he had a mark- 
ed swelling over the lower back, appear- 
ing as if a great roll of fatty tissue had 
developed suddenly underneath the skin. 
On another occasion he came with his arm 
in a sling, as the subcutaneous tissue of 
the arm and hand had swollen to that ex- 
tent. There was no pain and no sensation 
of itching. In twenty-four hours his arm 
and hand were perfectly normal. 


Careful testing and retesting in this pa- 
tient gave negative findings. Dietary 
manipulation, however, based on our ex- 
perience with other cases of urticaria, 
freed this man from his uncomfortable 
and embarrassing symptoms. 

Discussion: This case is typical of the 
angioneurotic type of urticaria. Of the 
three types of urticaria the offending food 
is much more difficult to find in this type. 
In about 50 per cent of the cases it can be 
determined by cutaneous testing. Dietary 
manipulation must be used in the treat- 
ment of those cases in which protein tests 
are all negative. 


Case 6. Lieut. R. F. M., age 28, was sent 
to our Clinic by military authorities, with 
a history that he had been off active duty 
for three years on account of marked swel- 
ling of the feet, hands and face, which 
would appear periodically but which re- 
appeared so frequently that it interfered 
with his being on active duty. The swel- 
ling of the feet would be so severe that the 
blood supply of the skin over the sole of 
the feet would be destroyed to the extent 
that it would all peel off following the 
subsidence of the swelling. This would 
make his feet so tender that he would be 
unable to walk for a number of days. 
Sometimes, as he said, he would go four 
or five months without his feet being in- 
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volved, but his lips, ears and eyes would 
remain badly swollen a good deal of the 
time. 


He had had hives, nettle rash in type, 
as a child. His mother had asthma. No 
other history of allergy in the family. 

He had had repeated examinations in a 
number of the military hospitals with a 
report that he was absolutely normal from 
every standpoint except hives. 


Protein tests gave the following results: 






































Milk ++ 
Cauliflower ++ 
Pork TTT 
Whole egg TTT 
Egg white x i 
Egg yolk 5 aie 
Cantaloupe TTT 
Codfish +e 
Shrimp a i 
Halibut + + 
Lima bean sa 
Peaches T+} 
Cottonseed +++ 





Physical examination revealed a normal! 
man in every respect except for hives. 

This patient was given no medicine but 
all of the foods to which he was specifical- 
ly sensitive were removed from the diet, 
with partial freedom from symptoms. Re- 
checking was done, with findings similar 
to the first. Three other foods, namely, 
nuts of all kinds, all of the shell sea foods, 
even those to which he was not sensative, 
and cheese, were removed from his diet. 
These foods were taken out on general 
principles, as we have learned that they 
are common offenders. For the last few 
months he has remained entirely free from 
his trouble. His diet is somewhat limited, 
but he has been advised to see that during 
each twenty-four hours he has two vege- 
tables, two fruits, two cereals, and two 
meats. This makes a well rounded diet. 


Discussion: This patient illustrates the 
severe type of angioneurotic edema we oc- 
casionally see, sufficiently severe to inter- 
fere seriously with one’s work. It also 
brings to our attention the fact that all 
the offending foods cannot always be 
found by testing and that dietary manipu- 
lation based on our knowledge of causative 
factors in other cases must be used. 

Case 7. N.S., a man, age 42, an oil field 
truck driver, came to us with a history that 
for a number of months he had never been 
free from hives on some part of the body 
and on several occasions he thought he 
was dying, on account of a swelling in his 
throat. At one time he was stung by a 


wasp, following which he developed a very 
severe urticaria and the physician thought 
he was dying, on account of his difficulty 
with swallowing, and labored breathing. 
This man was found extremely sensitive to 
a large number of foods. Removing them 
from his diet has given him practical free- 
dom from his urticaria, sufficiently so 
that it does not interfere with his work. 
He is advised to carry with him daily a 
bottle of epinephrine (adrenalin), and has 
been told if he has any swelling in his 
throat, interfering with breathing, to gar- 
gle his throat with epinephrine, and if he 
is near a physician or can reach one, to 
have given him 15 minims hypodermati- 
cally and repeat. 


Discussion: There have been a number 
of cases on record in which patients died 
of difficulty in breathing following scorp- 
ion, wasp or spider bites. It is the auth- 
or’s opinion that practically all of these 
cases are allergic in type. The drug par 
excellence in relieving the patient from 
swelling of the glottis and larynx is epine- 
phrine. 

DIAGNOSIS 


The nettle rash type of urticaria is 
sometimes mistaken for measles. Nettle 
rash always itches and burns and is sel- 
dom accompanied with fever, which is a 
differentiating point. Patients are fre- 
quently seen during their first attack of 
nettle rash type of urticaria, but usually 
there is a history of previous ones. Giant 
utricaria is scarcely ever mistaken for any 
other condition. Localized edema due to 
chronic infections, or local interference 
with venous blood return, may produce 
swelling that might be mistaken for an- 
gioneurotic edema. In the two conditions 
mentioned, however, the edema would be 
in all probability continuous over a period 
of several days at least, which is not true 
of angioneurotic edema. 

METHOD OF DETERMINING THE EXCITING 

FACTORS 

The exciting factor in a large per cent 
of the cases of urticaria of all three types 
is usually a sensitization to foreign food 
protein. In practically all cases of the net- 
tle rash type the offending food protein 
can be found on careful testing and retest- 
ing. In the giant type of urticaria the ex- 
citing factors can be found in approxi- 
mately 70 per cent. In the angioneurotic 
edema type the exciting food factor can 
be found in about 40 per cent of the cases. 
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Like migraine, multiple sensitivity is the 
rule. In testing cases of urticaria one finds 
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FIGURE 2 


An excellent area of the body for applying food 
protein tests. 


more difficulty in making correct readings 
than in cases of migraine, since the trau- 
ma from the testing knife or the tooth- 
pick will frequently produce an urticarial 
wheal. This is a false reaction and must 
be differentiated from an urticarial wheal 
with erythema produced by the irritation 
from food protein. 


PROGNOSIS 


The nettle rash type of urticaria is usu- 
ally of short duration, or in other words, 
more or less acute. The giant urticaria is 
frequently acute but many times persists 
for months or years. Death from either 
of these two types might occur due to a 
swelling of the larynx or glottis, but this 
is very unusual. It is not uncommon for 
those who suffer from the third type, an- 
gioneurotic edema, to lose their lives due 
to a sudden swelling of the mucous mem- 
branes of the larynx or glottis. Any case of 
urticaria, especially the angioneurotic 
edema type, should be careful about being 
stung by bees, wasps, spiders, tarantulas, 
scorpions, etc. Cases who are bitten should 





} 
| 


| 


seek the services of a physician immedi- 
ately. If the physician should not suggest 
the use of epinephrine, it should be sug- 
gested to him. 


TREATMENT 


The first step in the treatment of urti- 
caria of any type, of course, is to deter- 
mine the exciting factors and carefully 
eliminate them. The next step is to teach 
the patient concerning the predisposing 
factors and try to eliminate them the best 
possible way. In many cases it is difficult 
to determine all of the exciting factors and 
it is not easy to eliminate all of the pre- 
disposing ones. Successful treatment of 
urticaria depends largely upon experi- 
ence, as dietary manipulation is not easy. 
One should always keep in mind, when the 
diet of a patient is limited or restricted 
in any way, the fact that the body needs 
various types of food. A good rule to use 
is as follows: In the diet each day two 
vegetables, two fruits, two cereals, either 
cooked or raw, and two meats, should be 
had. Under meats are included eggs and 
fish. 

Occasionally a patient can tell his phy- 
sician the food that is causing the urti- 
caria, but this is very unusual. So fre- 
quently it is not one food but a combina- 
tion of many foods, and usually some of 
the more common ones. Sometimes urti- 
caria will appear shortly after the food is 
ingested. In such cases washing out the 
stomach with a stomach pump would be 
beneficial, but in many cases the urticaria 
will appear several hours after the inges- 
tion of the food, therefore the use of the 
stomach pump would not be of service. 
Epinephrine in 10 minim doses, and re- 
peated if necessary in thirty minutes, is 
good treatment. In removing foods from 
the diet, to which patients are specifically 
sensitive, it is extremely important to re- 
member that it takes only a very small 
amount of the food in some cases to pro- 
duce symptoms. For example, one of our 
asthmatic patients, a small boy, had had a 
history. of eczema very severely in his 
early life. Eggs were removed from his 
diet with entire freedom from his skin 
lesion. The mother realized the import- 
ance of eggs. At one time she wrote us 
saying that her child was having hives. 
We wrote her that in all probability he 
was obtaining eggs from some source. She 
insisted that he was not, but was a careful 
observer and studied the problem by writ- 
ing to a number of our baking powder 
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companies. She found that one company 
used egg white in the production of its 
baking powder, and that she was using 
that powder. On changing, the boy became 
free from hives, but on using it again 
symptoms occurred. This illustration only 
goes to show what a small amount of food 
it takes to produce urticaria. It shows also 
the importance of absolute removal of the 
foods to which patients are specifically 
sensitive. 


Like other allergic conditions, the cause 
of all cases of urticaria cannot be found, 
but judging from the evidence now at our 
disposal it seems that probably all urti- 
caria is due to a specific sensitization to 
foreign protein. The hereditary predis- 
position seen in nearly all cases of urti- 
caria tends to strenghten this supposition. 
Therefore, every case should be thorough- 
ly tested and retested as a means of find- 
ing the exciting factor. Treatment based 
on such findings will give partial or total 
relief in a large per cent of the cases. 


—o 
A SURGICAL DIABETIC 


LEA A. RIELY, A.M., M.D., F.A.C.P. 
OKLAHOMA CITY 











In selecting a subject for an audience 
consisting of physicians of so many 
specialties, I think I could choose no sub- 
ject so replete with interest to all as to dis- 
cuss the diabetic’s hazard in surgery. In 
taking up this clinic I want to present a 
case which we had in the University Hos- 
pital, of which we feel justly proud be- 
cause of the dangerous complications 
which confronted him, the way he cooper- 
ated with us and the marvelous results 
which consummated his management. I 
wish to give credit to no single person but 
emphasize the results of team work of an 
interested hospital personnel, surgeon and 
internist. The fact that the patient was 
so steady and level headed and followed 
explicity in what we told him enabled him 
to keep on with his job, enabling him to 
support a widowed mother and carry a 
brother successfully along a management 
of diabetes, which helped him also to keep 
up his work, thereby making an asset out 
of a liability. 

Now the fools, the fool hardy and the 
headstrong diabetic soon come to grief, be- 
cause he turns his deaf ear to the in- 


structions which are so essential to life 
and health. 





The diabetic who follows explicitly good 
and sane advice can carry on his business, 
rear his family, enjoy life as his more 
fortunate brother who has no such handi- 
cap. 

The diabetic, like the tubercular, should 
institute treatment early while the pan- 
creas and lungs are still in a state capable 
of rehabilitation and not wait until 
changes in the histological tissues make 
them incapable of reversion. 


We have many cases of diabetics sent to 
the hospital in coma, but the death rates 
from coma has gone almost to the vanish- 
ing point unless some fatal complication 
comes in which takes them off, rather than 
the coma, which was formerly the cause 
of exit. We have many surgical complica- 
tions of the diabetic and we carry them 
through their surgery with apparently no 
more hazard than their brother, who has 
not such a handicap but we do it by pre- 
paring them for surgery, getting them 
well filled up on carbohydrates, fluids and 
controlled with sufficient insulin. A fat 
free or fat poor diet is also advantageous 
when an operation or anaesthesia is re- 
quired. 

The greatest cause for surgery which 
we get among our diabetics is due to car- 
buncles and these have been very large 
indeed, some of them reaching a diameter 
of eight inches. Yet with an electric cau- 
tery knife, after proper preparation, they 
came through very easily. 

One surgical case which I wish to report 
is that of: 

E. G. (10-6-28) 18 years old, weight 126 
pounds, height 6 feet 1 inch, operating an 
elevator in a public building, first noticed 
about three months ago that he tired more 
easily as evening wore on. Noticed a more 
frequent desire to urinate and passing of 
larger quantity than usual. Noticed that he 
awakened to urinate several times at night, 
a dryness of the mouth and would con- 
sume more water and greater amount of 
food. Had vague pains in his joints and 
pains in the lumbar region. He had no 
boils, carbuncles, skin lesions, no failing 
sight. He gave no history of any familial 
obesity or diabetic family trouble. His 
extreme height and slender body concur- 
red in Joslin’s type of youth, who would 
be most likely to develop diabetes. 

He had consulted two different physi- 
cians who prescribed for him without ex- 
amining his urine and thereby had shot 
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wide of the mark with the result that he 
continued to become worse and worse until 
he was brought to the hospital on 10-6-28 
in a stuporous condition, air hunger with- 
out lividity, lessened tension in eyeballs, 
eyes sunken, skin dry and flabby, sweet 
odor of breath, CO2 alveolar tension 30, 
acetones and sugar abundant in catheter- 
ized specimen of urine, also with a shower 
of casts and red cells, tenderness over the 
pancreas, diminished reflexes, leucocytes 
20,550, blood sugar 560 mgms. per 100 cc. 
of blood, abdomen slightly distended and 
tympanitic. 

He was put to bed in warm blankets, 
given an enema, his stomach was lavaged 
and showed coffee ground retained codn- 
tents and a liter of tap water was left. He 
was given 25 units of insulin every hour 
until urine drawn from a retention catheter 
showed an absence of sugar and acetones. 
He was given intravenously very slowly 
1000 c.c. of 5% glucose solution with 25 
units of insulin. Insulin dosage was grad- 
ually lenghtened until he was only re- 
ceiving four doses a day. One dose had to 
be given at 3:00 a. m. to maintain him 
sugar free during the twenty-four hours. 


In eight hours he had regained consci- 
ousness and was able to eat carbohydrates 
which were given ad libitum controlling 
it with insulin, computing two gms. of car- 
bohydrates to one unit of insulin as a basis 
to start from. 

He was given proctoclysis and intra- 
venous 1000 c.c. glucose 5% daily, for 
three days, after which his appetite and 
strength enabled him to eat abundant car- 
bohydrate food, which we took care of by 
insulin. 


As days rolled on the lost glycogen in 
the liver and other structures had been 
replaced. We put him on a maintenance 
diet consisting of 60 gms. of proteid, 150 
gms. of fat and 75 gms. of carbohydrates 
daily, which meant about 30 calories per 
kilo of body weight. We gradually raised 
his carbohydrates until he was getting 125 
gms. per diem with the other components 
remaining the same. His tolerance rose 
gradually until he went out of the hospital 
in four weeks, using insulin 10 units morn- 
ing and 5 units evening. The nurses’ force 
at the diet kitchen taught him to weigh 
and count his calories in which he was 
an apt scholar. 

He went back to his former work and 
in six months was able gradually to di- 
minish and finally to discard his insulin 








entirely, because of increasing sugar 
tolerance, due to a rest of the iletin glands 
of the pancreas, and kept on a diet which 
enabled him to gain about six pounds. 


After a few months he brought his 
brother to see me and I found him to be 
diabetic. His knowledge of computing his 
diet stood him in hand to teach his brother 
the principles of measured dieting and his 
brother was not compelled to go to the 
hospital, which would not have been pos- 
sible because of economic conditions at 
home, Joslin says familial diabetes (i. e. 
that which embraces brothers, sisters, 
and cousins) occurs in a percentage of 
10% of 3200 cases. 


On 8-19-29, 2:00 p. m., was admitted 
again with history of having a pain in ab- 
domen for two days with slight nausea, 
vomiting and fever, his abdomen slightly 
distended, right side more rigid than left 
with finger point tenderness and cutane- 
ous hyperasthesia over McBurney’s point. 
Leucocyte count 13,600 with 68% polys. at 
2:00 p. m., and 7850 with 88 % polys. at 
6 p. m., at which time cutaneous hyper- 
asthesia was gone and we felt that the ap- 
pendix had become gangrenous. Pulse had 
gone from 100 to 130 and temperature had 
reached 104, skin dry and hot and with 
consultation from Dr. LeRoy Long, Jr., 
he decided to operate at 6:30 p. m. 


When he entered the hospital he had 
sugar 4 plus, acetone 4 plus and blood 
sugar 231, but when he went to surgery at 
6:30 p. m., i. e., five hours after entering 
hospital, he was sugar and acetone free, 
having received 1250 c.c. of water, 50 gms. 
glucose and 80 units of insulin. 


Local anaesthesia and gas was used and 
Dr. Long found a ruptured gangrenous re- 
trocecal but extraperitoneal appendix, 
which is a very formidable complication 
in patients with the best of resistance. 
Appendix removed and drainage was left 
in and he was returned to bed. 

During the first twenty-four hours in 
the hospital, he received 5575 c.c. of water 
by intravenous method, subcutaneous 
gavage and proctoclysis. He also received 
125 gms. of glucose with 325 units of in- 
sulin. 


His temperature of 104 degrees came 
down by lysis and was entirely gone at the 
end of nine days. His pulse was 96 in 
thirty hours but he was held stuporous 
with morphine to splint the bowel and 
allow the peritonitis to subside. 
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Glucose and insulin intravenously was 
continued until it was safe to let him take 
food by mouth when insulin alone was con- 
tinued. He made an uneventful recovery 
and left the hospital in forty days, his de- 
lay being caused by the drainage at side of 
the operation. 


He has never gained his preoperation 
sugar tolerance so has to continue with 
insulin 10 units morning and 5 units in 
the evening. He is still on a diet of P 60 
F 165 COH 125, is working every day, ap- 
parently suffering no inconvenience from 
his surgical or medical experience. 


The loss of tolerance of carbohydrate by 
the diabetic during an infection is tem- 
porary, not permanent, according to 
Peters. He reported several cases with 
striking decrease in tolerance during acute 
illness and later a recoverv of tolerance 
even up to 275 gms. carbohydrate, with 
adherence to diet the loss of tolerance did 
not disappear. Joslin says it is certainly 
significant that even in a diabetic an in- 
fection does not permanently increase the 
severity of the disease. 


Points to be considered in one in dia- 
betic coma or approaching coma _ which 
are confusing in the presence of an acute 
infective process which helps to precipi- 
tate this coma and makes the management 
of the case more difficult: 


1. A patient in diabetic coma practical- 
ly always presents a leucocytosis, in most 
cases going to 20,000 white cells or over 
a cubic milimeter. Hence this should be 
considered in the differential diagnosis of 
any condition associated with leucocytosis, 
and especially so in appendicitis. 


2. A patient in diabetic coma nearly al- 
ways has vomiting, indigestion and dis- 
tress in the epigastrium. 


3. In a diabetic patient appendicitis is 
as insidious as coma and may simulate it. 


4. Pain in the abdomen is a frequent 
symptom in diabetic coma and may simu- 
late a ruptured gall bladder, ulcer of the 
stomach or appendicitis. 


5. Abdomen in appendicitis may be soft 
and the temperature low and the pain may 
be a very minor affair. 





HYGIENE OF GESTATION 





J. H. ROBINSON, M.D. 
Oklahoma City Clinic 
OKLAHOMA CITY 





Obstetrics has been considered a special 
branch of medicine for approximately a 
century. The development of its many 
phases has been prompted by the increas- 
ing intelligence of the races and by the 
high rate of maternal and infant morbid- 
ity and mortality. The emergencies in ob- 
stetrics has sounded the bugle call for pre- 
paredness. We consider pregnancy a nor- 
mal physiological function, yet in many 
cases it so closely borders on the patholog- 
ic that care and guidance thru the period 
of gestation is the one and only means of 
safety. Neglect allows toxemia to take its 
toll: it may allow an uncompensated heart 
to give way at the goal. Neglect by the 
physician during pregnancy reduces the 
profession in standing to that of mid 
wifery and educates the people to call upon 
us only during emergencies and deprives 
us of prophylactic care, which is the great- 
est benefactor in medicine. 


Pre-natal care should be the strong arm 
of safety and confidence to the expectant 
mother. By pre-natal care, eclampsia can 
be almost entirely eliminated, as well as 
many abortions and other accidents of 
pregnancy. In the year of 1925, records 
show that 4,845 women died of eclampsia, 
and 6,345 died from puerperal infection. 


Execution of pre-natal care and elimina- 
tion of neglect on the part of the physician 
we would conservatively estimate should 
reduce these figures 90%. We find that 
about 80% of the birth certificates in 
America are signed by the doctors who 
do general practice; so the greatest oppor- 
tunity for reduction of this tremendous 
death rate is afforded to the family doctor. 
Of the 17,000 maternal deaths in 1925, 11,- 
000 were due to texemia and infection. 
Pre-natal care during gestation and asep- 
tic precautions at delivery will reduce this 
mortality at least 90%. 


Men who are specialists in obstetrics 
have long since been donating much of 
their time to preventative obstetrics thru 
pre-natal care. Many of the men doing a 
high type of general practice care for their 
maternity cases as intelligently and bene- 
ficially as the specialist, and there is no 
reason why théy should not. There is a 
very high percentage of doctors who have 
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not as yet awakened to their duty to the 
expectant mother, thus protecting the 
American home. 


I am told by some doctors that women 
just will not come in for pre-natal care. 
If this is true, I believe it is largely the 
doctor’s fault for he fails to inform his 
patients of the importance of it. On the 
other hand it is my experience and I am 
told by other physicians that women re- 
spond promptly and are eager to conform 
to directions ever after it has been explain- 
ed to them. 


I have never practiced in the country, 
but [I am told by some of my country doc- 
tor friends that farm women cooperate 
fully once they are told, and in addition to 
this, the care of the expectant mother has 
been the means of building up a lucrative 
practice among the best and most intelli- 
gent folk of their communities. 


I shall invite your attention to a routine 
similar to the one which I follow. At the 
first interview, I take or have taken, a his- 
tory of the patient’s past illnesses and her 
present obstetrical status. Then comes the 
routine complete clinical examination. 
This is made as thorough as though we 
were searching for some obscure ailment. 
Pelvic measurements always made in the 
primipara; urinalysis is done at this time. 
At the completion of this, the patient is in- 
structed as to her physical fitness. Treat- 
ment can be started if there are any defects 
such as malnutrition, goiter, pyelitis or 
other remedial ailments. If the patient has 
a rachitic, contracted or deformed pelvis, 
they are told promptly that a Cesarean 
section just before the onset of labor is 
the procedure of choice. 


Many years ago we were taught that 
rickets and other malnutrition ailments 
were contracted during the first three 
months of the child’s life. Now we say that 
rickets starts in utero, either because the 
mother eats or assimilates insufficient 
vitamins. The skinny women are started 
on cod-liver oil immediately. The fat ones 
do not take the cod-liver oil readily as they 
are afraid of gaining, so they are encour- 
aged to drink freely of fruit juices and 
eat fresh vegetables. They are advised as 
to the danger signs of toxemia in preg- 
nancy, and told to report at once should a 
sign of danger approach. During the last 
half of pregnancy the baby’s bones are 
forming, thus this is the time of its para- 
sitic action on the mother. Calcium, iron 
and all the minerals present are drawn 
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from the mother’s bones and teeth at the 
great expense of the latter. Fortunately 
the bones regenerate and no damage is 
done to them but it is a different story 
with the teeth; cavities develop and the 
dentist later on gets to make a new set 
of teeth. He profits because of the doc- 
tors’ failure to prescribe for the needs of 
his patients. It stands to reason that dur- 
ing ossification in the fetus which is the 
last half of the pregnancy, it is the time 
of heavy draw on the mother. This is the 
time the damage is done to the teeth. At 
this time we should prescribe calcium, as 
well as vitamins. Cod-liver oil probably 
tops the list, but is practical only in the 
women of an average build and the thin 
subjects. In the stout women we advise 
them to drink some kind of citrous fruit 
juice twice daily and in addition take one 
dram of Upjohn’s calcionates twice daily. 
This is thought to approach meeting the 
demands of the fetus and to protect the 
mother against an overdraft on her de- 
posit of minerals, thus preserving her 
teeth. 

Dr. Davis of the Dental School, Univer- 
sity of Indiana, has contributed much to 
this field. A report of his research and 
findings are most instructive. After study- 
ing his writings and applying his teach- 
ings, our observation leads us to conclude 
that dental food is needed and not medi- 
cine. Calcium can be given in many ways. 
I use calcionates, or calcium lactate be- 
cause it seems most practical and least ex- 
pensive; and vitamins thru citrous fruit 
juice, viosterol or some type of cod-liver 
oil. We must explain to the mothers that 
these preparations are food for her bones 
and teeth, and for her developing embryo, 
and they are not medicine. When the ex- 
pectant mother understands that this is a 
means of protecting her teeth from de- 
cay and will assist materially in prevent- 
ing her from having to wear false teeth 
soon, she gladly accepts the advice. 

CARE OF THE BREASTS 


This upon first thought seems a matter 
of little practical importance, and yet 
when neglected may be the origin of the 
greatest discomfort in the pregnancy. At 
the initial examination of a patient, if we 
look closely around the nipples, we see the 
external layers of the skin to be broken in 
places, leaving a net work of small scales. 
It is at the base of these scales near the 
orifice of the nipple that fissured nipples 
start, also at the base of these scales out 
in Montgomery’s area where infection 
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creeps in. These things occur during the 
first two weeks of nursing. When the pa- 
tients are instructed as to the care of the 
nipples at the time of their original visit, 
or even during the last two or three 
months of pregnancy, all this can be pre- 
vented; also the soreness which occurs in 
primiparas in the first two or three weeks 
of nursing is greatly reduced. A very prac- 
tical way is to advise the patient some- 
thing of the reason why, and instruct them 
at each bath to use a coarse wash cloth 
well soaped and scrub the nipples vigor- 
ously. This removes the scales and great- 
ly toughens the area. At completion of the 
scrub of the nipples, thumb and two fing- 
ers should be used to pull the nipples out 
and make them conical and long so as to 
enable nursing when the time comes and 
avoid the baby burying its nose in the 
breast in effort to get hold of a flat nipple. 


THE KIDNEYS 


There is much scientific discussion now 
days about the etiology of the toxemias 
of pregnancy. We believe that the distur- 
bance in glycogen metabolism in the liver 
due to pregnancy, plays its part; also the 
upset in endocrine function is certainly a 
part of the cause, but the kidneys, by 
right of their position at the threshold of 
the elimination, figure heavily in all tox- 
emias. 


To control the toxemias is to control the 
function of the kidneys. Cases that are 
seemingly perfectly normal, are entitled to 
an office check up of blood pressure and 
urinalysis every month. To wait for symp- 
toms of kidney pathology or toxemia be- 
fore examining the urine specimen is oc- 
casionally to be confronted by a convulsion 
as the first warning. Then we must treat 
eclampsia and we have a dangerously ill 
patient. By instructing the patient what 
urinary symptoms to watch for, and re- 
port, and by doing urinalyses with regu- 
lar monthly visits, every two weeks late in 
pregnancy, we usually catch pyelitis or any 
urinary pathology early enough to abort 
it before any harm is done. In my experi- 
ence most cases of toxemia or kidney dis- 
ease of pregnancy begins as a pyelitis. 
When this is detected early, the patients’ 
diet can be restricted of the irritating 
things like pickles, mustard, vinegar, etc., 
and put on a bland diet of cereals and cust- 
ards with instructions to drink about twice 
as much water as usual. The urine is al- 
kalinized with citrocarbonate or soda for 
three or four days then alternating this 
alkaline with urotropin and acid sodium 








phosphate for the same length of time. 

This will control and correct most of these 

= eclamptics before any damage is 
one. 


During the last month or two of gesta- 
tion the doctor should know the position 
and presentation of the fetus. In case of a 
breach or an occiput posterior he can be 
prepared and can tell the family ahead of 
delivery what to expect. 

When all these things are done in a 
systematic manner, they will greatly lower 
the death rates, will elevate medicine to a 
higher and more dignified plane and in- 
still confidence and trust into the minds 
of the people. 


0 


NOTHING NEW ABOUT SOMETHING 
OLD 


H. M. McCLuReE, M.D. 
CHICKASHA 











Ten years ago appendicits was a live 
topic. A majority of the profession was 
converted to the fact that no time should 
be wasted in having surgical care. The re- 
sult was a two percent mortality. Today 
with so many avenues opening up to claim 
the medical man’s attention, he is not apt 
to be so keen and decided about his views 
as he was then. The death rate today is 
higher than it has ever been and the mor- 
bidity is greater than it was a decade ago 
although we have learned much in that 
time. Every death from appendicitis 
represents an error on the part of some 
one connected with the case: the physi- 
cian, the surgeon, the hospital, the patient 
or his friends. Then is it not worthwhile 
to freshen our memory of the symptoms, 
pathology, diagnosis and treatment of this 
condition ? 

The term appendicitis includes those in- 
flammatory conditions which have their 
origin in the vermiform process or in its 
blood supply and which may spread to the 
neighboring tissues and organs. I will not 
discuss the “chronic appendix,” for per- 
sonally I do not believe such a pathologic- 
al condition exists, but rather that the so- 
called “chronic appendix,” is a mild acute 
attack and should be watched very closely, 
for who can tell the hour when that thin 
wall of the appendix will perforate and 
that greatly feared ‘“‘general peritonitis,” 
will attack with much gusto our abdominal 
cavity, and our small but ever ready army 
of leucocytes will be taxed to their utmost 
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to prevent the bombardment and destruc- 
tion of the contents of the abdomen? If 
this is not prevented life will slowly ebb 
from the patient. Generally speaking, ap- 
pendicitis is a disease of early adult life 
and is slightly more common in the male. 
The so-called epidemics of appendicitis, I 
think, can be explained in one of three 
ways. First, that it has a common source 
of origin from some certain micro-organ- 
ism. Second, that it is merely a coincident. 
Third, that as a result of careful observa- 
tion by the more intelligent patient or 
parent, stimulated by a physician or sur- 
geon who himself is a keen observer and 
who is impressed by the delay, the diag- 
nosis is more likely to be made and the 
subsequent operation performed. Probably 
the last suggestion applies to the major- 
ity of cases. 


In discussing the etiology, one recalls 
that the appendix is an embryological 
structure which has all of the anatomical 
characteristics of the large bowel, and yet 
it has no apparent function. Then would 
it not be logical to conclude that an organ 
so equipped for normal function and yet 
apparently does not do so, would be the 
one which would cause mankind a great 
amount of suffering and sorrow? Because 
of lack of any definite function, the ap- 
pendix, about middle life or soon there- 
after undergoes an involutional change so 
that finally it presents the appearance of 
a hard fibrous cord without any lumen, 
to which we give the name “appendicitis 
obliterans,” which is perhaps the reason 
aged individuals seldom have appendicitis. 
The essential cause varies. Any organism, 
when favorable conditions are present in 
the appendix, may have pathogenic prop- 
erties. The organisms usually found are 
the bacillus coli, streptococcus, and the 
staphylococcus. The place of entrance is 
not definitely proven, for Rosenow says 
it is from some foci of infection while 
Aschoff thinks it is from the intestinal 
canal and I have _ seen cases to fit both 
theories. However, I do know that when 
I have a patient who has a foci of infec- 
tion, such as tonsillitis or streptococcal 
throat infection and develops acute appen- 
dicitis I am especially eager to remove that 
appendix at once because experience has 
taught me that they usually perforate 
early. ; 


The symptoms of appendicitis are usu- 
ally quite definite. The first is pain which 
is generalized in the epigastric region. 
This pain is cramp-like in character and 


simulates the pain you had when you were 
a youngster and partook of too many green 
apples. This pain is caused by the peris- 
talic waves of the appendix which is try- 
ing to rid itself of the offending cause 
whether it be pus, a concretion or an ob- 
struction to its blood supply. 


Next we have nausea and vomiting which 
is a reflex mechanism of the upper intest- 
inal tract trying to keep pressure away 
from the appendix by ridding itself of its 
contents. Due to the fact that the vomitus 
usually contains food which was eaten at 
the previous meal a “snappy” diagnosis 
of ptomaine poisoning is frequently made. 
Ptomaine poisoning is a rare condition and 
usually some other members of the family 
are ill at the same time. At this time there 
may be some tenderness which is elicited 
by deep but gentle pressure over the ap- 
pendix or by rolling the fist up over the 
descending colon and across the transverse 
colon, causing a distension of the cecum 
and appendix. Up to this time the pulse 
has not been accelerated unless it is due 
to the vomiting, and the temperature is 
not elevated. The leucocyte count is usu- 
ally around 9,000 or 10,000. The patients 
who have these symptoms have appendi- 
citis and not ptomaine poisoning or “bowel 
trouble,” and should be watched very 
closely and not given the doctor’s rest 
medicine, namely, one-quarter grain of 
morphine per hypo. 

After the first hours in an appendiceal 
infection the pathological process does not 
necessarily progress at an even rate and 
any classification as regards to the con- 
dition of the appendix must be necessarily 
arbitrary. But providing the pathology in- 
creases we usually begin to get definite 
pain and tenderness in the region of the 
appendix with the characteristic right 
rectus muscle rigidity or “kick back,” 
The patient will flex his thigh on his ab- 
domen and flex the leg on the thigh, for 
nature wants as little pressure as possible 
on the appendix. The temperature will 
rise about one-half of one degree and the 
pulse rate will be slightly accelerated 
while the leucocyte count goes to 12,000 or 
13,000. As the pathology progresses the 
tenderness and the right rectus rigidity 
will increase. The leucocyte count will 
continue to climb, the pain still being in 
the region of the appendix and cramp-like 
in character. Now the patient may get 
easier and sometimes will be free from 
pain for a short while. 


Do not think they are betier for they 
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are in a more serious condition, for that 
appendix is now gangrenous. They are 
free from pain because the walls of the ap- 
pendix are now dead and “dead tissues 
transmit no pain.” There is no more per- 
istalsis and no more vomiting for nature 
realizes that movement of the intestines 
will only spread the infection and yet we 
as physicians are wont to give castor oil 
and magnesium sulphate. 


The symptoms which follow are due to 
perforation of the appendiceal walls with 
a pouring out of the appendiceal contents 
into the adbominal cavity which if not 
interfered with by the kindness of nature 
or surgery will result in general peri- 
tonitis, the symptoms of which you well 
know. 


Now, for the diagnosis: First, I want to 
impress upon your minds that although it 
is a bug-bear to the average physician to 
take a complete history, it is upon that one 
factor that the majority of correct diag- 
noses are made today. No one case is so 
urgent that you cannot afford yourself 
and the patient time to take a good his- 
tory. Do not jump at once into the pre- 
sent illnesses but rather ask their age, 
their previous residence, their previous ill- 
nesses, etc., and at the same time look 
around the room to see what your eyes will 
tell you. By doing all of these things you 
will have had time to get acquainted with 
the patient and in turn the patient will 
have had time to estimate your profes- 
sional ability. I might say that best his- 
tories are obtained when anxious relatives 
are absent from the room, because if that 
patient has your confidence (and never 
let that confidence be misplaced) many, 
many times, they will give you a history 
that will cause a wave of surprise to roll 
over your ocean of intellect. They want to 
tell you their troubles in a truthful way so 
let’s give them a fair chance. The history 
should be built step by step, by careful 
questioning of the patient and no history 
should be built to fit a doctor’s premade 
diagnosis. 


In making your examinations refuse to 
examine any patient unless they are strip- 
per to the skin. Then first, carefully look, 
don’t feel. Look for their type of breath- 
ing, swellings, scars, pulsations, etc. If 
after you have gone over a patient who 
has given you a history of diffuse epigas- 
trial pain with nausea and vomiting, with 
the pain shifting to the right lower quad- 
rant and the physical findings are as I 
have previously mentioned, you have a 


definite case of appendicitis and are ready 
to institute treatment. I realize that many 
abdominal pains are very hard to diagnose 
and a good rule to follow is “if a patient 
has severe abdominal pain which does not 
cease in six hours and no diagnosis can 
be made, advise an exploration of that ab- 
domen.” 


The treatment of acute appendicitis is 
very important, for upon your advice de- 
pends the mortality and morbidity of that 
individual. From time to time some man 
has become famous by advocating some- 
thing new in the line of therapy for appen- 
dicitis and each time many have lost their 
lives with their appendix still in their ab- 
domen. My advice to the doctor who sees 
a case of appendicitis is this, explain the 
nature of the case to the patient, or the 
parents, and impress upon them the risk 
they take in refusing an early operation. 
If they agree, all well and good, surgery 
should be instituted at once. If they re- 
fuse an operation, I would advise you to 
quit the case since by doing this your 
mortality will be greatly decreased. Why 
should you allow yourself to be influenced 
to give that patient morphine and come 
back in a few hours at which time the 
symptoms and findings will be masked? 
Why should you give that patient castor 
oil or magnesium sulphate, when nature 
has tried to rid that appendix of the of- 
fending cause by vigorous peristalsis and 
having failed she has resorted to paralysis 
of the intestines? Yet, we as physicians 
sometimes give these drugs or their sister 
cathartics and cause early perforation of 
many appendices. You may rest assured 
that if a patient does recover from an at- 
tack of appendicitis without surgery 
nature did it and not the doctor. 


My impression of proper surgical treat- 
ment consists of removing the appendix in 
every case unless you have an abscess 
which is so constructed that removal of 
that appendix will tear down the walls of 
the abscess, in which case place rubber 
drainage in and close the abdominal walls 
in layers. Personally, I like rubber drain- 
age one-quarter inch in diameter, with 
fenestrated ends. These drains are loosen- 
ed and lifted every day after the second 
or third day, thereby keeping no pressure 
on any one place on the gut and fecal fis- 
tulas are very rare. Since spinal anaes- 
thesia has proven so safe and satisfactory, 
I open all abdomens regardless of the con- 
dition of the patient, as I feel that the pa- 
tient cannot be improved without drainage 
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and by using spinal anaesthesia there is 
absolutely no shock. I cannot say the same 
for the treatment of a toxic patient when 
an inhalation anaesthesia is to be used as 
the post operative shock and vomiting will 
usually end it all. 

The post operative care of a perforated 
appendix whether it be localized or gen- 
eralized consists of plenty of morphine to 
keep that patient quiet and splint the in- 
testines. Water, glucose and saline by the 
pints, either by proctoclysis, hypodermo- 
clysis, or by venoclysis. If an abscess de- 
velops in the pelvis drain vaginally or rec- 
tally. I do not use Fowler’s position, for 
the abdomen is so constructed that it will 
drain properly when the patient is flat in 
bed and it takes twenty-five percent more 
energy to sit up than it does to lie down, so 
why exhaust the patients by keeping them 
in a sitting position? 

In closing, I would emphasize that im- 
mediate surgery is the safe treatment for 
acute appendicitis. Never give morphine 
until a definite diagnosis is made and 
consent is given for operation. Never al- 
low a patient with acute appendicitis to 
take cathartics. 

re) 
CONGENITAL DISLOCATED HIP 








ELIAS MARGO, M.D. 
OKLAHOMA CITY 





Congenial dislocation of the hip is com- 
mon, especially in France and Italy. It is 
more frequent in females, the ratio being 
practically 7 to 1. A unilateral displace- 
ment occurs more frequently than bilater- 
al, the former being about 70% of the 
cases. Again, the left hip is more often 
affected than the right, the proportion be- 
ing almost 2 to 1. 

The causes are not known. It may be a 
primary congenital defect. Some believe it 
to be secondary because they think the 
head of the femur and acetabulum show 
changes which they interpret to result 
from disuse. Heredity seems to play a 
small role. Whitman quotes of a family of 
9 children in which 3 females had disloca- 
tion ef the left hip. Probably in some cases 
at birth, a subluxation occurs which be- 
comes complete with muscular effort and 
walking. 

The changes which exist are commonly 
an upward displacement of the femoral 
head and backward, occasionally anterior- 
ly. The acetabulum is shallow, irregular 
and filled with cartilage and fibrous tis- 


| 
| 


| 


sue. The rim is deficient. The capsule 
stretches allowing the head to get a posi- 
tion outside of the acetabulum on the dor- 
sum of the ilium. Thus the capsule acts 
as a ligament or support for the body 
weight. The head of the femur may be- 
come flattened, the neck shorter and with 
a twist or torsion, which may be a factor 
of great trouble in replacement. The 
muscles about the hip assume adaptive 
changes, being shorter or longer than nor- 
mal as their origins and insertions are 
brought nearer together or separated by 
displacement of the head of the femur. The 
pelvis as a whole may become distorted. 
When dislocation is of long standing, a 
shallow false acetabulum may result on 
the ilium. 


The clinical manifestations are usually 
not detected until the child walks. During 
the early walking period, a slight limp is 
noticed. This becomes pronounced pro- 
gressively. Some very closely observing 
mothers may notice that one limb may not 
be actively used by the child in its early 
infancy. The mother may get the impres- 
sion that something is wrong, in which 
case, an early diagnosis may be made. But 
as a rule, the orthopedic surgeon does not 
see the case before the second or third 
year. As the child grows, the limp be- 
comes worse and if bilateral, assumes a 
waddling gait. 

Early there is no pain as this usually 
does not occur before puberty. In child- 
hood, all motions are increased; in later 
life, decreased, particularly abduction. The 
greater trochanter is higher than normal 
and visibly prominent in the _ gluteal 
region. The hip is abducted, slightly flex- 
ed and internally rotated. In single dis- 
location, the limb measures shorter, the 
length varies whether the leg is pulled 
from or pushed toward the pelvis. In bi- 
lateral conditions, the perineum is wider. 
A marked lordosis or sway-back results 
with posterior dislocation while none when 
the anterior type is present. 


With the physical signs and the X-ray 
the ‘diagnosis should not be difficult. The 
prognosis without reduction is permanent 
disability, as the deformity, pain and dis- 
comfort increase with age. If treatment 
is instituted early, the prognosis is good. 
This varies with age of the individual as 
the earlier the treatment, the better the 
results. Treatment after adolescence, does 
not produce good function and when in- 
stituted after this period, the possibilities 
of satisfactory results, diminish with age. 
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Reduction may be accomplished by 
manipulation or open surgery. The method 
of choice depends on the age, condition 
present and on the operator. Manipulative 
or nonoperative methods have been devis- 
ed by Lorenz, Calot, Hibbs, Putti and 
others. Except in cases of very early life, 
a general anaesthetic is required for the 
reduction. The keynote is gentleness in 
manipulation. First the hip is stretched, 
the muscles being kneaded, stroked and 
massaged. 

Following the reposition of the femoral 
head in the acetabulum, some method of 
retention must be employed, usually a 
plaster-of-paris hip spica is used, The 
position employed is of full abduction, 
flexion and external rotation of the hip 
with the knee flexed. Other methods are 
employed also, such as traction. 

Radiograms or fluoroscopic examina- 
tions should be made every time the cast 
is changed which as a rule is every 6 to 8 
weeks. A period of 6 to 12 months is or- 
dinarily required for the acetabulum to de- 
velop and for the head to be retained in its 
anatomical position. Inducement to walk 
and gradual weight bearing is then en- 
couraged. Physical therapy should then 
be employed in the restoration of function. 

Putti, very recently, described a very 
simple method in infants in the first few 
months of life which in his hands appear 
to be perfect. The technique consists in 
using a wedge-shaped cushion between the 
legs so that the limbs are abducted day 
and night. This cushion is used in both 
unilateral and bilateral cases. This method 
seems to be the ideal treatment. The 
danger and risks of anaesthesia and trau- 
ma are avoided and besides the hygiene 
of the child is cared for which to my 
knowledge is the only method that will 
do so. To employ this form of treatment, 
one must do it early, the sooner the better. 
Putti states as follows: “To improve the 
results of the treatment of congenital dis- 
location, one must lower the age limit for 
beginning treatment.” But to render this 
possible, it is necessary for parents to 
learn to bring their children for medical 
examination early and that the doctors 
shall be able to make the diagnosis in time. 

Open surgery seems to be indicated in 
older children, especially after 8 years of 
age. The number of cases runs from 5% 
to 8%. Asa rule, the conservative method 
is first employed. In the New York Ortho- 
pedic Dispensary and Hospital, the belief 
is that practically every congenital dis- 
location of the hip within a reasonable age 





limit, can be reduced by open operation 
and in that way improved. Personally, I 
am inclined toward the nonoperative 
method in all children except in some per- 
sistent deformed cases and not to operate 
until an effort is first made by manipu- 
lation. Later in life, surgery is usually in- 
dicated. The technique employed depends 
on the condition present. In a few cases, a 
simple cleaning out of the socket is all that 
is necessary ; in others, an artificial aceta- 
bulum must be formed on the dorsum of 
the ilium or a shelf may be thrown down 
from the ilium to hold the femoral head 
in position. Other operations are also 
used, of special note may be mentioned, the 
~ cee and the reconstruction meth- 
ods. 


Occasionally, when the femur torsion is 
great, an osteotomy may be necessary to 
correct the deformity. However, it may be 
suggested also that the dangers of open 
surgery even if slight, must be considered. 
Anatomical reposition with little or very 
limited motion, gives better function in 
unilateral cases than transposition, but 
ankylosis with deformity is no improve- 
ment on the original state. Besides, the 
dangers of open operation must always be 
considered. 


The object of this paper was two-fold; 
first, to present, in as brief manner as pos- 
sible, the subject in general. Second, to 
prepare and tabulate statistics studied by 
the writer in three different institutions. 
A very careful study of each case has been 
made. Through the kindness of the author- 
ities in charge of The Orthopedic Hospital 
School of Los Angeles and The Texas 
Scottish Rite Hospital for Crippled Chil- 
dren at Dallas, their cases were studied 
and enumerated. 


To these two series, I am adding our 
own private cases treated through the Re- 
construction Hospital. The system of clas- 
sification as used by the Massachusetts 
General Hospital is being employed. This 
classification is based on results obtained 
at the termination of treatment and con- 
siders three conditions. These are the ana- 
tomic, economic and functional results and 
they are tabulated 0 to 4 in relation to act- 
ual final results. For convenience, letters 
are used in the tabulation, A. for anatomic, 
E. for economic and F. for functional. In 
the same way, the figures of 0 to 4 are 
employed following each letter denoting 
the degree of result obtained. As an ex- 
ample, A-0 means no anatomic reposi- 
tion of the femoral head in the acetabulum 
resulted. A-1 poor results. A-2 fair. 
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A-3 good. A-4 perfect. The same 
scheme is applied for economic use of the 
hip referring to usefulness as well as the 
final function of the hip relatively to mo- 
tion in general. 

The number of cases studied were 79. 
Of this number, 30 cases were treated by 
the open surgery method and 49 by the 
closed method. The average of results in 
the three institutions were as follows: 

ORTHOPEDIC HOSPITAL SCHOOL 
Closed A - 2.48 E - 3.24 F - 3.2 
Open A-1.47 E - 2.11 F - 1.94 

TEXAS SCOTTISH RITE HOSPITAL FOR 
CRIPPLED CHILDREN 


Closed A-2.8 E - 2.7 F - 2.5 
Open A - 2.75 E - 2.58 F - 2.16 
RECONSTRUCTION HOSPITAL 
Closed A-2.8 E-2 F - 2.5 

Open A-2 E-2 F-2 


From the above statistics, it is observed 
all three institutions have better showings 
in all three conditions of final results in 
respect to anatomy, economy and function 
of the individual by using the conservative 
closed method than when open surgery 
was employed. 

It is my firm conviction that the closed 
method should ordinarily be first employ- 
ed and when found lacking, to resort to 
open surgery. In babies and young chil- 
dren, the closed method should always be 
used and allow nature to aid in the de- 
velopment of the normal hip. In older 
cases, the choice of treatment can be made 
only by following a very careful study of 
the affected hip or hips. The older the in- 
dividual, the more open surgery is indicat- 
ed and the less good results are obtained. 
Finally, allow me to make a plea for early 
diagnosis and treatment. 


np 





WOMAN’S AUXILIARY TO THE 
OKLAHOMA STATE MEDICAL 
ASSOCIATION 





Mrs. JOHN Z. MRAZ 
Editor Oklahoma State Medical Auxiliary 
OKLAHOMA CITY 





There are only two organized county 
medical auxiliaries at the present time in 
the State of Oklahoma. They are Okla- 
homa county and Pottawatomie county 
auxiliaries. On the roster of this State 
auxiliary are also the names of a few in- 
terested individuals over the State. Mrs. 
Lloyd Sackett of Oklahoma City, is presi- 
dent this year and Mrs Herbert Wright 
of Shawnee, is president-elect. 








The Oklahoma county auxiliary was 
organized in October, 1925, with forty- 
three charter members, with Mrs. Edward 
P. Allen as it’s first president. The mem- 
bership has increased to one hundred and 
ten physicians’ wives, all residing in Okla- 
homa City. Mrs. Carrol M. Pounders is 
now president. Dues are three dollars per 
year. This auxiliary meets the fourth 
Wednesday of each month for an all day 
session, in the basement of the First Pres- 
byterian church, to sew for the crippled 
children’s unit of the State University 
Hospital. Approximately twenty to twen- 
ty-five garments have been made in one 
day. The members enjoy a covered dish 
luncheon. The auxiliary has pledged to 
the local Red Cross the services of two 
women in the morning and two in the 
afternoon on this meeting day, for case 
committee work. This is interesting work 
and gives those who do not care to sew an 
opportunity to be helpful. In addition to 
it’s regular program, Oklahoma county 
auxiliary, to date, this year, has donated 
the following: at Thanksgiving, food to 
needy families; at Christmas, fifty dollars 
to the local nurses’ bureau for philan- 
thropic work; in January, to the same 
bureau, a layette comprising more than 
sixty garments. The organization has also 
cooperated with the county medical so- 
ciety in professional projects and often in 
a social way. 


Pottawatomie county auxiliary has 
for it’s president, Mrs. H. G. Campbell of 
Shawnee and has a membership of twenty. 
It meets the fourth Wednesday of the 
month at one o’clock for luncheons, fol- 
lowed by a business meeting. The pro- 
gram for the present year is a study of 
“Doctors in Literature.” These ladies have 
also outlined a program for the study of 
the State health laws. This year the Pot- 
tawatomie auxiliary introduced Hygeia 
Magazine in the public schools of its coun- 
ty and in the public library in Shawnee. 
It cooperates with civic and charitable or- 
ganizations, also sponsors health pro- 
grams in various clubs in surrounding 
communities. 


Let us hope it will be possible, in the 
near future, to make personal contacts 
over the State and thereby accomplish the 
organization of more county auxiliaries in 
Oklahoma. In the meanwhile, let us hope 
that what these two organized counties 
are doing, will stimulate the desire in the 
minds and hearts of other doctors’ wives 
to become interested in the problems and 
the work for which they are fitted. 
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| EDITORIAL 
CARE OF THE DIABETIC FOOT 

















While diabetes is not nearly so common 
as many other affections confronting the 
physician, its occurrence arises often 
enough to keep all types of practitioners 
constantly on the lookout for its appear- 
ance, if it is to be combated with maxi- 
mum efficiency. It goes without saying 
that it is rarely overlooked or not discover- 
ed by the systematic physician. Converse- 
ly an amazing number of its manifesta- 
tions are not observed or are ignored by 
the careless and slipshod attendant. 


Since the perfection of insulin the out- 


look for the diabetic has been tremend- 
ously improved. Necessary surgical pro- 
cedures which were formerly almost sure- 
ly fatal may now be carried out almost 
with impunity by the proper application 
of insulin. There are, however, one type 
of complications not avoidable by the use 
of insulin or by any system of medical 
treatment, and that is the relatively enor- 
mous number of affections of the foot 
which vary from simple maceration and 
various types of malformation to danger- 
ous ulceration and destructive gangrene. 
Howard F. Root, Boston,* has ably called 
attention to the question of diabetic gan- 
grene and lays down the dictum that “ex- 
clude infection and trauma, and death 
from diabetic gangrene would disappear.” 
To capitalize our present knowledge of 
diabetic complications it is going to be 
necessary that a very close understanding 
be had between the attending physician 
and his patient. It goes without saying 
that absolute obedience and cooperation 
from the patient is necessary. Assuming 
that we have such obedience and coopera- 
tion and the patient is in the hands of an 
intelligent advisor the comfort and life of 
the patient should be greatly prolonged. 
As to the prevention of gangrene, Root 
notes that of seven patients who had suf- 
fered amputation of legs and toes, three 
had cut corns without precaution. Clean 
hands and clean feet would have saved 
their legs. Another stepped on a nail and 
continued to work, in spite of the suppura- 
tion. Five and six had blisters produced 
by tight shoes, while the seventh walked 
barefoot in zero weather, striking his toe 
without remembering any injury, so de- 
ficient in sensation or slight was the tra- 
uma that resulted in gangrene. “Defective 
vision resulting in too deep cutting of 
corns, improper shoes, causing trauma 
from pressure, unprotected feet and 
neglect of minor infections are causes that 
may be combated by the education of the 
patient and by careful and energetic treat- 
ment by physicians.” 

Root thinks that the feet of diabetic 
persons are vulnerable because they are 
mechanically deformed, that such patients 
over fifty years of age are rarely free 
from such mechanical handicaps as ham- 
mertoe, arthritic changes, calluses, bun- 
ions and all their concomitant miseries. 
Epidermophytosis is present in 70% of 
diabetic patients, this providing a portal 
of entry which may result in many very 
severe conditions. 


He advises hygienic care of the feet 
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by daily washing with soap and water, 
thorough drying, application of hydrous 
wool fat, alcohol rubs, if the feet become 
too soft, very careful care of the nails, 
properly fitting shoes, avoidance of walk- 
ing on the barefeet, the use of bed socks 
instead of hot water bottles, bags or elec- 
tric heaters. The presence of callosities or 
corns call for the indicated treatment. Im- 
perfect circulation should be treated by 
proper exercises. These patients are ad- 
vised not to wear circular garters or to sit 
with their legs crossed. All abrasions of 
the skin should have proper and prompt 
first aid treatment, preferably by a phy- 
sician. Of course throughout this care of 
the feet indicated, medical and diatetic 
care must not be overlooked. 


*Root, Howard F., “Diabetic Gangrene; Medical 
Treatment and P hrophy laxis” Archives of Surgery, 
February, 1$31. 





{) 
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STATE BOARD OF MEDICAL EX- 
AMINERS — BIENNIAL REPORT— 
1928-1929 AND 1929-1930. 


Complying with the law governing such 
matters the Secretary of State Board of 
Medical Examiners, Dr. J. M. Byrum, 
Shawnee, has filed his biennial report with 
the Governor. Briefly quoting the author- 
ity for its existence, and the personnel of 
the Board, the report shows the following 
licenses granted during the years indicat- 


ed: 


By Examination, recognized graduates 106 
By Reciprocity from other States 89 
By Re-Registration Territorial License 4 


By Duplicates of lost, destroyed license 5 


Total 204 


During this period 55 have been endors- 
ed for reciprocity to other States, leaving 
a seeming net gain of 149 for Oklahoma. 
Actually, however, there has been no gain 
in the number of physicians actively en- 
gaged in the practice of medicine within 
this State. The statistics have not taken 
into consideration the small per cent of 
physicians engaged in other or allied 
activities, nor those who may have retired 
or those who have died. The report notes 
that there is no provision providing for 
registration or check of the physicians of 
the State as there are no available funds 
for making such census and it is noted that 
the directory of the American Medical As- 
sociation lists 2435 licensed physicians 
within the State, which number is consid- 
ered substantially correct. 


As to the average of physicians, the re- 
port notes that there is one physician for 
each 990 population, and for comparisons 
sake it is noted that Missouri has one for 


641; Kansas has one for 828; Arkansas 
has one for 955; Texas has one for 882; 
while the average for the entire United 
States is one for 819. In this connection it 
is noted that while there is no actual gen- 
eral shortage of physicians for the State 
as a whole, it is generally admitted that 
many small towns and rural communities 
have no resident physician, where they 
originally had one or more. It is believed, 
however, that the rapid expansion of good 
all winter roads render most people read- 
ily accessible to the physician. As to cer- 
tain isolated communities where no phy- 
sician is available, investigation has shown 
that the “doctor could not make a living 
and had to move.” The possibility of a 
community chest fund in some form or 
other, which would guarantee a physician 
at least his maintainance might secure 
these localities proper service. 


There remains a balance of $7868.34 in 
the hands of the treasurer. 


This report shows that the Board has 
conducted its affairs in an able and busi- 
ness like manner, and it is generally con- 
ceded, considering the crampy legal re- 
strictions surrounding every movement of 
this body, that they are functioning in an 
extremely satisfactory manner. 
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AMERICAN JOURNAL OF CANCER 








It is not often that a publication is bodi- 
ly picked from its proper place among 
book reviews or book notices and hurtled 
into editorial notice, but when the publica- 
tion is of vast importance, notice, com- 
mendation and advertising of it is more 
than proper. 

The American Journal Of Cancer is a 
continuation of Cancer Research. The 
Journal of Cancer Research was organiz- 
ed in 1916 by the American Association 
for Cancer Research. The present Journal 
which appears under a new name is the 
official organ of American Association for 
Cancer Research and the American So- 
ciety for the Control of Cancer. 

The editor, Dr. Francis Carter Wood, 
of the Institute of Cancer Research of 
Columbia University, is one of our pro- 
found authorities on cancer. The editorial 
board is composed of the most forceful 
authority on its varied lines to be found 
anywhere in the world. The publication 
will be issued quarterly from 654 Madison 
Avenue, New York, at a price of $5.00 an- 
nually. Some idea of the importance of this 
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work will be appreciated when it is under- 
stood that 301 pages are devoted to origin- 
al articles and editorials; 8 pages to book 
reviews; 243 pages to abstracts. The ab- 
stracts covering practically every phase of 
cancer and from over the civilized world 
generally. 
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VIOLATION OF THE MEDICAL 
PRACTICE ACT 





For the information of some of our 
members it might be well to quote a part 
of a recent opinion of the Attorney Gen- 
eral’s office with reference to violations of 
the medical practice act which such viola- 
tions might easily produce revocation of 
license to practice in Oklahoma. The part 
quoted reads as follows: 


“However, the Attorney General is fur- 
ther of the opinion that a physician may 
not employ an agent at an agreed compen- 
sation to solicit and secure the execution 
of such contracts. Such practice would ap- 
pear to be a violation of the 7th sub-divi- 
sion of Section 8797z3 of Harlow’s Supple- 
ment, to which you refer. Such employ- 
ment is certainly for the purpose of pro- 
curing practice.” 
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Editorial Notes —- Personal and General 











JEFFERSON COUNTY MEDICAL SOCIETY 
met in regular session February 4th, at Ryan. 
Dr. L. L. Wade, Ryan, read a paper on “Lobar 
Pneumonia” after which a round table discussion 
followed. 


OMKULGEE COUNTY MEDICAL SOCIETY 
met February 16th, serving those present with a 
dinner, after which Dr. W. P. Fite, Muskogee, 
delivered a lantern slide address on “Arthritis.” 
Dr. E. Levy, Muskogee, presented the subject of 
“Tuberculosis.” 


DR. GEORGE W. CRILE, Cleveland, Ohio, was 
a guest of the Oklahoma City Clinical Society, 
February 12th, the meeting being held at the 
University Medical School. Dr. Crile spoke on 
“Peptic Ulcer” in the morning and on “Hyper- 
throidism” in the afternoon. 


THE ROBINSON NEURO-PSYCHIATRIC 
CLINIC announces the opening of the Robinson 
School for different children. A training school 
with medical supervision for all types of subnor- 
mal, psychotic and unadjusted children. The ad- 
dress is 1432 Professional Building, Kansas City, 
Missouri. 


THE AMERICAN COLLEGE OF PHYSI- 
CIANS will hold its 15th Annual Session in Balti- 
more, March 23-27, 1931, with an additional] day 
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at Washington, March 28, 1931. Among the Okla- 
homans noted on the program are: Dr. Ray 
Balyeat, Oklahoma City, who will deliver a ‘io 
tern slide address on “Allergic Migraine,” and Dr. 
E. J. Moorman, Oklahoma City, who will hold a 
medical clinic on “Pulmonary Tuberculosis,” at 
the University Hospital of Maryland School of 
Medicine, on the afternoon of March 25th. 


MUSKOGEE COUNTY MEDICAL SOCIETY 
meeting January 23rd heard Dr. D. H. O’Donog- 
hue, Oklahoma City, on “Infantile Paralysis,” and 
Dr. Hugh Jeter, Oklahoma City, on “Bone 
Tumors.” 


At the meeting of February 9th Dr. Walker 
Morledge, Oklahoma City, read a paper on “High 
Blood \Pressure;” Dr. Basil A. Hays, Oklahoma 
City, read a paper illustrated with lantern slides, 
on “Clinical Types of Nephritis;” Dr. E. P. Allen 
read a paper on “Toxemias of Pregnancy.” 


A special meeting was held February 24th with 
Dr. Ernest Sachs, St. Louis, as speaker, who de- 
livered an address upon “Brain Tumors.” 


THE MARCH, 1931, issue of The Radiological 
Review (Chicago) is devoted entirely to Radium, 
and is the Fourth annual “Radium Number” of 
this publication. 


All the articles are written exclusively for this 
issue, and collectively, they can be considered to 
present the present status of Radium Therapy as 
practiced in this country. The presentations are 
from among the leadine radium therapists of 
America and include such names as Healey, Levin, 
Kaplan, Eller and Fox of New York, Simpson of 
Chicago, Quigley of Omaha, Withers of Denver, 
Keith of Louisville, Murphy of Minneapolis, Bow- 
ing and Fricke of Rochester, Minnesota, ete. 

Interest in radium is not on the wane, but on 
the contrary is becoming more firmly established 
in our armamentarium. While it is true that 
radium is useful in a comparatively small num- 
ber of afflictions to which the human body is 
heir, it is so effective that it is truly “invaluable.” 
Who will deny the remarkable results achieved 
by radium in the treatment of skin cancer, meno- 
pausal uterine hemorrhage, carcinoma of the 
cervix, and certain types of nevi? 
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DOCTOR THOMAS B. LANE 


Doctor Thomas B. Lane, age 73, pioneer 
physician of El Reno, died at his home after 
a long illness. 

Dr. Lane was born August 10, 1858 near 
Springfield, Missouri. He was graduated 
from Missouri Medical College in March, 
1886. He has been a resident of El Reno 
since September, 1898, practicing medicine 
during those years. 

The Masons, were in charge of the funeral 
services, and burial was in the El Reno 
cemetery. 


He is survived by his wife, two daughters 
and one son. 














2 2 Ee. =. 3 hh eet oe 6 oe Oo we Oe ee Oe eee eee 


an 


oe Ce b-wd B-wdsA-daA-e Loe an ne) a 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 9 








DERMATOLOGY, X-RAY AND 
RADIUM THERAPY 


Edited by C. P. Bondurant, M.D. 
413 Medical Arts Buliding, Oklahoma City 








Controversies Regarding Syphilis. W. H. Guy, J. 

A. M. A. 95:979, October 4. 1930. 

With the following questions in mind, Guy 
undertakes to analyze the statistics on syphilis. 

1. Has the incidence of syphilis been increas- 
ing or diminishing ? 

2. Is neurosyphilis more frequent since the ad- 
vent of arsphenamine ? 

3. Is the incubation period of neurospyhilis 
shorter since the introduction of arsenicals? 

4. Are arsphenamines neurotropic? 

5. Is optic ay od more frequently seen fol- 
lowing arsenical therapy, and is arsphenamine 
contraindicated when optic atrophy has develop- 
ed? 

Guy’s study indicates that arsphenamine has no 
selective affinity for the nervous system: in fact 
to effect a contact between the drug and the dis- 
eased structures is one of the difficulties in the 
treatment for syphilitic involvement of the central 
nervous system. His point of view is that all 
sorts of accidents may complicate arsenical treat- 
ment for syphilis, but there is no proof that they 
are due to —— on the part of arsenic. 
The data available shows a slight decrease or an 
almost stationary rate in the incidence of neuro- 
syphilis in the period since the advent of arsphen- 
amine. The mortality from these sources has 
definitely decreased during the same period. 
Early neurosyphilis ungestionably became more 


frequent after the introduction of arsphenamine. 
This may be attributed to insufficient treatment, 
but the same situation prevails regardless of the 
drug used. The trivalent arsenicals, if used with 
care, are at least not contraindicated but when 
the optic nerve is involved, tryparsamide must be 
used cautiously. 


The Age and Sex Distribution and Incidence of 
Neoplastic Diseases the Memorial Hospital, New 
York City. G. T. Pack and R. G. Le Fevre, J. 
Cancer Research 14:167, June, 1930. 

In this article Pack and LeFevre enumerate 
for us some pertinent observations on cutaneous 
neoplasm. ey do not go into detail on this 
subject as it is a long and exhaustive statistical 
study. Cancer occurs but rarely in extreme old 
age; in fact, after the complete attainment of the 
senile state, cancer in general is progressively in- 
frequent, with the important exceptions of 
ee carcinoma of the skin, penis, lip, floor 
of the mouth, buccal and epitheliomas of the skin, 
which are more frequent in advanced years in 
ratio to the proportion of the persons living at 
these ages. Over a period of four years, the 
Memorial Hospital reports show that 4 percent 
of all their patients had epidermoid carcinoma of 
the skin, and seven percent had basal cell epithe- 
liomas of the skin. 58 was the average age for 
the former, in more than 1,000 cases, and in the 
latter 61 in more than 1,400 cases. Chronologic 
age is not so important as anatomic and physio- 
logic age as an etiologic factor in cancer. . Thirty 
per cent of all malignant tumors in patients over 
74 years of age were basal cell epitheliomas. The 
cancers of old age are usually well differentiated 
adult neoplasm, slow-growing, lacking the fea- 
tures of anaplasia and exhibiting little microsco- 
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pic evidence of mitosis. The cancers arising from 
tissue rests, are the ones that usually pursue a 
rapid course in aged persons. These tissue rests, 
after having long remained quiescent, when once 
excited to growth, find conditions especially 
favorable for unrestrained proliferation. Among 
the types of tumor occurring predominantly in 
men were squamous carcinoma of the skin, basal 
cell epithelioma and carcinomas of the lip, the 
buccal mucosa and the tongue. 


Some Factors of Interest in the Grading of Car- 
cinoma. L. H. Jorstad, J. Cancer Research 
14:295, June, 1930. 

Employment of histologic grading and indexes 
of malignancy are of enough significance that 
they should be encouraged to be of practical 
value in the prognosis and therapy of carcinoma. 
The most active portion of the tumor should be 
chosen for biopsy while the average percentage 
of differentiation in the portion of tumors studied 
microscopically should be the index of grading. 

The histologic study and the grading of sixty 
specimens of carcinoma of the lip from the Barn- 
ard Skin and Cancer Hospital by five pathologists 
resulted in strikingly parallel deductions. 

The clinical courses of approximately 200 cases 
of carcinoma of the lip and oral cavity approxi- 
mated fairly well the prognosis to be drawn from 
the gradings of biopsies, and the latter have been 
of definite value in certain cases in the selection 
of therapy. For example, in a patient not likely 
to survive surgical intervention in the case of a 
highly differentiated growth a radical operation 
may be supplanted by a less radical one; and in 
a poorly differentiated growth cone may select 
irradiation instead of surgical intervention re- 
gardless of the ease of attack by surgical methods. 


The Treatment of Carbuncles by the Roentgen- 
Ray. Richard U. Light and Merrill C. Sosman, 
New England J. Med. 203:549, September 18, 
1930. 

After a review of the literature on the above 
subject, an analysis is made of fifty cases of 
carbuncles in which irradiation was done in the 
pot six years. Five case histories are given. 

iltered roentgen ray in form % to % erythema 
dose was used in these cases. Thirty-four pa- 
tients were improved with roentgen treatment. 

Seventy per cent of the cases were in males, the 

roentgen rays helped 60 per cent of the 70, while 

of the females 87 per cent were improved. Fight 
of nine facial carbuncles were improved, and re- 
lief from pain occurred quite strikingly in these 

cases. Seventy-five per cent of those under 5 c.m. 

in diameter were benefited. The authors con- 

clude that when benefit occurred it lay usually in 

a hastened necrosis of the lesion in the indurated 

stage. They also feel that a larger proportion 

than the 33 per cent of this series could have 
treated by radiation alone, without surgical in- 
tervention. 


Acute Lymphocytic Leukemia. Raymond M. 
Pearce, Brit. M. J. 2:282, August, 1930. 
Pearce shows us with an example how spleen 

substance has proved beneficial in the cases of 

leukemia. His patient was a girl, aged 8, with 
acute leukemia, in whom over a period of three 
weeks the red blood count dropped to 856,000; the 
white blood count was 9,600, with 7 per cent 
neutrophiles and 87 per cent lymphocytes. She 
was given ten intramuscular injections of 5 cc. 
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of hog spleen in a 40 per cent albumin-free solu- 
tion. She received these injections every two 
days at first and then at four day intervals. 
Liver extract was given by mouth. Six weeks 
after the first injection, the blood count showed 
6,330,000 red cells, 16,200 white cells, with 56 per 
cent lymphocytes. Two months later we see a 
child in good health, resuming her work at school, 
and able to play like other children. The treat- 
ment with liver extract was never stopped. 
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ORTHOPAEDIC SURGERY 


Edited by W. K. West, M.D 
520 Osler Building, Oklahoma City 

















Spondylolisthesis (With A Report of Four Cases), 
by Samuel Kleinberg, M.D., New York, Ameri- 
can Journal of Surgery, Volume X, No. 3, De- 
cember, 1930. 


The author describes the condition of spon- 
dylolisthesis as one in which the fifth lumbar 
vertebra is dislocated forward on the sacrum. In 
each of the cases there were some evidences of 
congenital weakness of the posterior arches. 


Case I. Boy fourteen years old complains of 
pain in the lower part of his back, pain in his 
lower limbs and difficulty and awkwardness in 
walking. He was apparently well until March, 
1928, when he stumbled and fell backwards, strik- 
ing the lower part of his back against a rock. He 
had moderate pain at first and then, after a few 
days, forgot the injury. Later on he complained 
of slight backache and the awkward gait ap- 
peared. 

X-rays were taken which showed a typical con- 
dition of spondylolisthesis, the fifth lumbar verte- 
bra having been dislocated forward on the sacrum. 

An operation was performed on this boy. The 
posterior arches of the 2nd, 3rd, 4th, and 5th lum- 
bar vertebra and the upper part of the sacrum 
were fused. At the time of the operation, after 
dissection had been done, it was found that the 
posterior arch of the fifth lumbar vertebra was 
abnormally movable. There was a wide defect 
in the posterior arches of the first and second 
sacral segments. In this case a large deep bone 
graft was inserted on the left side of the spine, 
from the second lumbar to the third sacro seg- 
ment. 

Eight weeks after the spine fusion operation, 
the patient was discharged from the hospital and 
one and one-half years after the operation he 
walks comfortably and has no pain. 

Case II. Man twenty-three years old. Com- 
plained of pain in his back and referred pain 
down in his right lower limb. His symptoms 
came on gradually about a year ago, after he 
had engaged in lifting some heavy weights. 

Examination shows a marked prominence of 
the sacrum and a hollow above the sacrum. The 
dorsal area is unusually flat. Hyperextension is 
moderately restricted. The lateral X-ray picture 
shows a marked forward subluxation of the fifth 
lumbar vertebra. The body of the fifth lumbar is 
wedge-shaped. This is evidently a case of con- 
genital spondylolisthesis in which there is a con- 
genital division of the pedicle. As the deformity 
was getting worse, he was advised to have an 
operation, but the operation was refused. 

Case III. A woman thirty-eight years of age 
came to the clinic with a painful back and pain 
referred down both legs. The pain is worse in 
the oy | But, she is able to walk, work, and 
attend to all of her household duties. She has had 
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no distinct type of injury but she has given birth 
to nine children. 

Examination shows the spine to be freely mov- 
able and the motion is painless. The lateral X- 
ray picture shows an anterior subluxation of the 
fifth lumbar vertebra. There is marked elonga- 
tion of the laminae of this last lumbar. 

This case also appears to be a case of purely 
congenital type. This patient was relieved by 
wearing a properly fitted corset and needed no 
operative fixation. 

Case IV. A woman thirty-two years old came 
to the clinic complaining of pain in the lower part 
of her back and a burning sensation in the right 
thigh. She had never had backache until last 
summer. She had been very active in outdoor 
sports such as swimming, diving, and playing 
tennis. She did not recall any injury and did not 
believe that the exercise had brought on the back- 
ache. The pain increased and finally became so 
severe that she could not walk. 

The examination showed a well developed in- 
dividual who walked without a limp, but there 
was a distinct hollow in the middle of her back. 
Flexion of the spine was markedly restricted. 
The other motions were only moderately limited. 
There was some exaggeration of reflexes. The 
lateral X-ray showed a marked forward subluxa- 
tion of the fifth lumbar on the sacrum. This de- 
formity appears to be a congenital one. 

These four cases represent different types of 
spondylolisthesis. The first case which was un- 
doubtedly of traumatic origin, a stabilizing opera- 
tion was indicated for relief of pain. The second 
case should have been operated but refused and 
the remaining two cases were more properly treat- 
ed by the use of properly fitted corsets as a means 
of external support. 

From these cases we find that undoubtedly 
there is a condition known as spondylolisthesis 
and that it is a serious organic lesion of the lower 
spine. Evidently, it is uncommon, but it should 
be borne in mind that it is easily recognized, pro- 
viding that a good lateral X-ray picture is made 
centering over the fifth lumbar area. 





The Treatment of Common Injuries of The Knee 
Joint by Dr. Guy A. Caldwell, Shreveport, 
Louisiana, Southern Medical Journal, Volume 
23, No. 12, December, 1930. 

The following outline fully describes the vari- 
ous knee joint injuries: 

1. Contusions, abrasions and bursitis. 

2. Strains of the lateral ligaments. 

3. Internal derangements: 

a. Displaced, torn, or loose semilunar 
cartilages. 

b. Pinched synovial tabs. 

c. Loose bodies. 

d. Torn crucial ligaments. 

e. Osteochondritis desiccans. 

4. Fractures intersecting the knee joint from 
the patella, tibial plateau and femoral condyles. 

5. Punctured wounds and foreign bodies. 

Simple strain should respond to treatment with- 
in a short time, providing that proper physio- 
therapy is used and efficient productive measures 
employed. 

Typical instructions for a patient with an in- 
jury of this type are as follows: 

1. Wear the adhesive stripping and massive 
dressing until soreness is greatly improved and 
there is some motion without pain; usually two to 
four days. 
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2. Use crutches without bearing weight on the 
joint until all swelling has disappeared and until 
there is no pain when the joint is flexed through 
at least 90 degrees of motion. 


3. Upon removal of the adhesive and dressing 
substitute an elastic knee support and begin hot 
baths, followed by massage. 


4. Continue the use of crutches, but begin light 
weight bearing only after tenderness over the 
ligaments has disappeared. Progress from both 
crutches with light weight bearing to one crutch 
only, and finally to a cane. The single crutch, or 
cane, should be used on the opposite side from the 
injured knee. 


5. Continue use of the elastic knee support for 
one to two weeks after full weight bearing is 
permitted. 


When adhesive is used for partial immobiliza- 
tion the strip should extend from the upper thigh 
down to the lower leg, crossing just below the 
patella with several additional strips passing 
three-fourths of the way around the circumfer- 
ence of the joint, always leaving an opening over 
the popliteal space. Postage stamp applications 
of adhesive are insufficient. Adhesive should not 
be applied to a hairy limb but the skin should 
always be shaved. 


In the acutely swollen joint with intense pain, 
treatment should consist of recumbency, elevation, 
and splinting with the addition of moist or dry 
heat. 


The “knee cage” splint, designed by Jones, is 
not practical and “long-leg” splints are usually 
not tolerated by the patient. After the patient is 
able to be about, the elastic bandage should be 
applied as it makes lighter pressure and_ is 
uncomfortable if the knee is flexed beyond ninety 
degrees, and thereby may prevent a displacement 
of the semilunar cartilage. 


Aspiration of the knee joint is indicated in 
the following conditions: 


1. When the tension of accumulated fluid is 
great and causes pain. 


2. When an associated fracture indicates that 
there is hemorrhage in the joint. 


3. For the diagnosis of suppurative arthritis. 


A patient who continues to have synovial fluid 
effusion should not bear weight on the joint. A 
patient with a locked knee should have a manipu- 


lation with or without anesthetic. This manipula- 
tion should then be followed by fixation and re- 
lief from weight bearing. 


Indication for operation on the knee, especially 
in cases or dislocated semilunar cartilage, should 
be very carefully done. Asepsis is most import- 
ant. A careful closure of the joint of the knee, 
with particular care in placing the sutures so as 
to control bleeding, is essential. A massive 
dressing with adhesive stripping applied over the 
dressing is equally as safe as the plaster case and 
much more comfortable. 


Conclusions 
Success in the treatment of knee injuries de- 
pends upon a few simple essentials. 
1. An accurate diagnosis of the nature and ex- 
tent of the injury. 


2. The ee indications are for replacement 
were displacement exists, followed by joint rest 
and support. 


3. Due regard for the weight bearing function 
of the joint. 

4. Recognition of the importance of controlled 
exercise, heat and massage in joint convalescence. 

5. Knowledge of the clear cut indications for 
operative intervention. 

6. Clean, non-traumatizing knee surgery and 
careful post-operative and convalescent care. 
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KANSAS CITY SESSION OF GOITER 
ASSOCIATION. 


Under the presidency of Dr. Kerwin W. Kinarc 
Kansas City, the American Association for the 
Study of Goiter will hold its 1931 session in 
Kansas City, April, 7, 8, 9. The association was 
organized in 1925 by a group of men who believed 
there was a distinct place for a society whose 
members would study cooperatively the various 
medical, surgical, pathological and roentgen- 
ological conditions associated with thyroid dis- 
eases. The phenomenal increase in membership 
and the character of contributions to the programs 
of the meetings indicate that the judgment of the 
organizers of this association was well founded. 

It is probably true that many persons now die 
from nervous and cardiorenovascular manifesta- 
tions which can be traced to a toxic goiter as the 
underlying cause. Many of these persons can be 
saved to become strong and happy citizens with 
probably no economic loss to the country if we can 
diagnose the goiter condition in its early stages 
and institute corrective therapy. It is one of the 
principal functions of the association to discover 
methods of early recognition and proper treat- 
ment of abnormal conditions in the thyroid gland. 

There are few physicians now practicing gen- 
eral medicine who have not been captivated by the 
tremendous strides the profession has made in 
studying the etiology, diagnosis and treatment of 
goiter. All of us, general practitioners as well 
as specialists, are deeply interested in knowing 
what recent advances have been developed in the 
treatment of diseases of the thyroid gland. A\l- 
most daily we are learning that dysfunction in 
this organ may have effects so remote that the 
mind only slowly questions the possibility of a 
thyroid disturbance as the underlying cause. 

The program at the Kansas City session will 
include talks and papers by men well recognized 
throughout the country for their progressive 
studies in goiter. Operative clinics as well as 
diagnostic sessions at the different hospitals will 
be helpful diversions to the didactic work. The 
meeting is sponsored by the Jackson County Medi- 
cal Society, the Kansas City Southwest Clinical 
Society and the Kansas City Academy of Medi- 
cine. 

Every member of the State Medical association 
is invited to attend the meeting. It is believed 
that the visit will well repay those who do go 
for they will hear the leaders in this phase of 
medicine and surgery tell about the newest and 
best methods of diagnosing and treating thyroid 
conditions. The society has tried to distribute its 
proceedings each year and in this way reach as 
many members of the profession as possible, but 
the printed page cannot take the place of the 
stimulus gained by personal attendance and 
visualization of the one who delivers an address. 

Members desiring further information concern- 
ing the meeting may address the president, Dr. 
Kerwin W. Kinard, 1102 Professional Bldg., 
Kansas City. 
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OFFICERS OF COUNTY SOCIETIES, 1931 
COUNTY PRESIDENT SECRETARY 
Adair I. W. Rogers, Watts D. P. Chambers, Stilwell 
Alfalfa Z. J. Clark, Cherokee L. T. Lancaster, Cherokee 
Atoka-Coal J. S. Fulton, Atoka Cc. C. Gardner, Atoka 
Beckham T. J. McGrath, Sayre 
Blaine W. F. Griffin, Watonga 
Bryan J. T. Wharton, Durant J. L. Shuler, Durant 
Caddo J. H. Cantrell, Carnegie P. H. Anderson, Anadarko 
Canadian Wm. J. Muzzy, El Reno A. L. Johnson, El Reno 
Carter R. H. Henry, Ardmore R. C. Sullivan, Ardmore 
Cherokee 
Choctaw 
Cleveland M. M. Wickham, Norman D. G. Willard, Norman 
Coal (See Atoka) 
Comanche L. W. Ferguson, Lawton 
Craig D. B. Stough, Vinita P. L. Hays, Vinita 
Creek *. L. McCallum, Sapulpa +. C. Croston, Sapulpa 
Custer Lealon L. Lamb, Clinton E. E. Darnell, Clinton 
Garfield S. H. McEvoy, Enid John R. Walker, Enid 
Garvin L. P. Smith, Elmore City J. R. Callaway, Pauls Valley 
Grady W. H. Livermore, Chickasha H. M. McClure, Chickasha 
Grant A. Hamilton, Manchester E. E. Lawson, Medford 
Greer J. T. Lowe, Mangum J. B. Hollis, Mangum 
Harmon Jas. E. Jones, Hollis Russell H. Lynch, Hollis 
Haskell R. F. Terrell, Stigler 
Hughes W. L. Taylor, Gerty D. Y. MeCary, Holdenville 
Jackson E. 8S. Crow, Olustee E. W, Mabry, Altus 
Jefferson F. M. Mingus, Ringling Wm. C. Burgess, Ringling 
Kay M. S. White, Blackwell 
Kingfisher 
Kiowa A. H. Hathaway, Mt. View J. H. Moore, Hobart 
Latimer T. L. Henry, Wilburton E. B. Hamilton, Wiiburton 
LeF lore W. F. Lunsford, Poteau 
Lincoln J. S. Rollins, Prague F. H. Norwood, Prague 
Logan R. F. Ringrose, Guthrie 
Marshall P. F. Robinson, Madil) J. H. Veazey, Madill 
Mayes Sylba Adams, Pryor 
McClain I. N. Kolb, Blanchard Oo. O. Dawson, Wayne 
McCurtain R. D. Williams, Idabel R. H. Sherrill, Broken Bow 
McIntosh W. A. Tolleson, Eufaula 
Murray 0. W. Sprouse, Sulphur H. C. Bailey, Sulphur 
Muskogee Wm. P. Fite, Muskogee E. H. Coachman, Muskogee 
Noble B. A. Owen, Perry J. W. Francis, Perry 
Nowata S. P. Roberts, Nowata 
Okfuskee J. A. Kennedy, Okemah 
Oklahoma J. M. Alford, Okla City K. J. Parks, Okla City 
Okmulgee W. S. Watson, Okmulgee M. B. Glismann, Okmulgee 
Osage M. Karasek, Shidler M. E. Rust, Pawhuska 
Ottawa F. V. Meriwether, Miami W. G. Chesnut, Miami 
Pawnee 
Payne Cc. E. Sexton, Stillwater R. E. Roberts, Stillwater 
Pittsburg W. W. Sames, Hartshorne F. L. Watson, McAlester 
Pontotoc E. A. Canada, Ada W. F. Dean, Ada 
Pottawatomie F. Clinton Gallaher, Shawnee 
Pushmataha D. W. Connally, Clayton John S. Lawson, Clayton 
Rogers A. M. Arnold, Claremore w. A. Howard, Chelsea 
Seminole T. H. Briggs, Wewoka H. A. Kiles, Konawa 
Stephens Cc. C. Pruitt, Comanche D. Long, Duncan 
Texas R. B. Hayes, Guymon 
Tillman Coyne H Campbell, Frederick J. C. Reynolds, Frederick 
Tulsa Henry S. Browne, Tulsa Carl F. Simpson, Tulsa 
Wagoner John D. Leonard, Wagoner 
Washington J. V. Athey, Bartlesville 
Washita.. Cc. B. Sullivan, Colony 
Woods... J. E. Hammer, Kiowa, Kans. O. E. Templin, Alva 
Woodard c. J. Forney, Woodward 
——————— 

NOTE—Corrections and additions to the above list will be cheerfully accepted. 











